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FOREWORD

Striking the right balance between theory, evidence-based guidelines, and the
practical experience and wisdom of practitioners is the challenge of every

generation of health workers, but that balance has become more challenging with
the proliferation of theories, evidence, and varied circumstances of practice.
Health promotion adds additional challenges, with its subject matter involving the
complexities of human behavior, above and beyond the complexities of human
biology.

Sherri Sheinfeld Gorin and Joan Arnold have waded courageously into these
challenges and complexities with a creative approach designed to sort out and
frame the various theories and problems of behavior and of practice. They wisely
focused their health promotion matrix in the first edition on clinical practice, ac-
knowledging the greater complexities presented by the social, cultural, and eco-
nomic forces affecting health in the broader community. But they related clinical
practice to that broader reality with their placement of clinical practice within an
ecological framework of community influences.

With this second edition they have stretched their courage and have chal-
lenged their readers to stretch beyond the clinical to organizational wellness, with
a stronger emphasis on health management, policy, and community disaster pre-
paredness. This book links clinical practice with the social ecology of health be-
havior, emphasizing cultural competence and the broader contexts of economic
and even global influences.
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This book also reviews (in Chapter Two) theoretical and conceptual models
of health, health behavior, and social behavior as they pertain to health. This em-
phasis on ecological models and approaches sets the stage for subsequent discus-
sions of health promotion practice in relation to specific health issues and settings.

From the conceptual and context-setting frameworks in Part One, this book
moves in Part Two into collaborative analyses of applications of the frameworks
to the leading issues in health behavior change and health promotion in clinical
practice. The authors of these chapters are leading professionals in their respective
areas.

Finally, this book closes with a chapter titled “Future Directions for Health
Promotion.” This chapter invites students and health professionals to look for-
ward and to create the future of their practice, not just react to it.

This book will help health professionals and students preparing for practice
to find applications of theory in understanding the problems they face in prac-
tice, but even more important will be the solutions to problems in practice that
will grow out of their greater understanding. Much has been made in the writ-
ings of scientists of the need for theory and evidence to guide practice, but this
plea often sounds hollow to practitioners who perceive the theory and the scientific
evidence to have come from outside the realities of everyday practice situations.
The applications in this book should help to bridge that gap between theory and
practice.

January 2006 Lawrence W. Green
University of California 

at San Francisco

xii Foreword
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PREFACE AND ACKNOWLEDGMENTS

Health Promotion in Practice addresses health promotion for individuals, families,
groups, and communities. As a practice-driven book it is designed to trans-

late theories of health promotion into step-by-step clinical approaches for engaging
with clients. The intended audience for this book includes practicing health care
professionals and advanced students in a variety of health-related fields, including
public health, nursing, health management and policy, medicine, and social work.

Health Promotion in Practice is the second edition of the Health Promotion Hand-

book (Sheinfeld Gorin and Arnold, 1998). In this new edition the Health Promo-
tion Matrix (HPM) has been integrated into Chapter Two, “Models of Health
Promotion,” in order to better highlight the full range of models that apply to
each of the specific practice frameworks. Further, the practice frameworks have
been expanded to include violence prevention and disaster preparedness and a
new view of organizational wellness. We have integrated contemporary themes
such as cultural competence, resilience, genetic susceptibility, and survivorship.
Replacing the uniform script at the end of each chapter with clinical interven-
tions that are unique to the practice frameworks also strengthens the clinical rel-
evance of this book.

The audience for this book is consequently expanded to include advanced
students of health care such as upper-level undergraduates and graduate students.
Health Promotion in Practice, because of its clinical focus, will also continue to serve
as a valued resource for practitioners worldwide.

xiii

Gorin.fpref  2/14/06  9:18 AM  Page xiii



Organization

The four chapters in Part One, “Health, Health Promotion, and the Health Care
Professional,” describe the theoretical frameworks on which the work rests. Chap-
ter One, “Images of Health,” begins that description by presenting various con-
structions of health, such as health as a balanced state, health as goodness of fit,
health as transcendence, and health as power. Such images represent the cluster-
ing of views on health and provide a framework to explain the dynamics of client
change.

“Models of Health Promotion,” Chapter Two, explores contemporary theo-
retical approaches to health promotion. It integrates the images of health with
models of health promotion, from the macrolevel, such as the social ecology model,
to the microlevel, including the health belief model. It highlights the moral under-
pinnings for these varied models of health promotion, as well as the cross-cutting
constructs of empowerment and cultural competence. Approaches to the evalua-
tion of health promotion programs founded on these contemporary models, and
their consequent measures of change, are also discussed.

In Chapter Three, “Contexts for Health Promotion,” the myriad political and
economic forces influencing health promotion are detailed. With the expanding
influence of international bodies like the World Health Organization, global leg-
islation and policy mandates are changing the purview of national health pro-
motion. States are playing a larger role in the maintenance of health for their
citizens and in the protection of the most vulnerable. These initiatives are found
in legislation, policy, and economic incentives, from the perspectives of govern-
mental and private programs and insurers.

“Agents for Health Promotion,” Chapter Four, describes who the current
health care professionals are and the principles of practice that unify them across
disciplines. Underlying these principles are the assumed values and skills of col-
laboration and cross-disciplinary partnering, cultural competence and proficiency,
health communication and literacy, and using a strengths-based approach for
changing systems for health promotion.

Part Two of this book, “Practice Frameworks for Health Promotion,” is or-
ganized around clinical approaches specific to eleven healthy behaviors: eating
well, physical activity, sexual health, oral health, smoking cessation, substance
safety, injury prevention, violence prevention, disaster preparedness, organiza-
tional wellness, and enhancing development. The introduction to each chapter
establishes the importance of the area and provides an evidence-based literature
review. The chapter then moves on to suggest clinical interventions. Each chap-
ter concludes with practice-related resources for engaging with clients in a dia-
logue about health promotion.

xiv Preface and Acknowledgments
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Chapter Five, “Eating Well,” describes the role food plays in daily life, espe-
cially given the increased attention to obesity as a national health concern. Un-
like behaviors such as smoking, eating is not something that clients can just stop
doing. In changing eating behaviors, the health care professional must recognize
that clients ingest food, not nutrients. Throughout the chapter, food is described
as a promoter and sustainer of health. The health care professional assists clients
in using nutritional appraisals, reorienting choices in food selection, and evaluat-
ing programs designed to encourage healthy eating.

Chapter Six, “Physical Activity,” explores activity as a major contributor to
risk reduction for multiple diseases, including non–insulin-dependent diabetes mel-
litus, and as central to weight control and the maintenance of bone mass. Using
transtheoretical theory, techniques for assisting sedentary clients are described as
well as mechanisms for engaging moderately or highly active clients. The Patient-
Centered Assessment and Counseling for Exercise (PACE) program, an empiri-
cally tested program for systematic exercise development, is explored in depth.

Chapter Seven, “Sexual Health,” looks at sexuality as a healthy dimension of
being human. With an understanding of the diversity of sexual health needs
across varied subgroups, the chapter examines how sexual health is defined and
promoted. After assessing the evidence for the effectiveness of sexual health pro-
motion, the chapter presents two interventions for clinical care settings: taking
sexual histories and promoting individual safer sex.

In Chapter Eight, “Oral Health,” the effects of common oral diseases and
health conditions that place clients at risk of periodontal diseases, dental decay,
and oral cancer are reviewed. An emphasis is placed on recognizing symptoms of
these oral diseases through clinical assessment. Evidence-based preventive health
activities are provided for health care professionals to use with their clients to pre-
vent new disease and to reduce the severity of existing disease.

Chapter Nine, “Smoking Cessation,” highlights the population subgroups
that continue to smoke despite the enormous resources applied to both national
and worldwide smoking cessation education and legislation. It addresses the causes
of smoking, including emerging findings on genetic susceptibility. Further, the
chapter explores key interventions for smoking cessation, particularly among the
vulnerable oncology and psychiatric populations.

Chapter Ten, “Substance Safety,” details the benefits of such safety promo-
tion. It classifies drugs into several types: prescribed and over-the-counter drugs;
banned street drugs, such as marijuana, cocaine, and heroin; alternative medi-
cines, such as herbs and vitamins; and social drugs, such as nicotine, caffeine, and
alcohol. Alcohol, the most widely used of the risky substances, is the focus of the
remainder of the chapter. Differing rates and impacts of immoderate drinking in
the various gender, age, and ethnic and racial groups may influence the strategies
health care professionals adopt.

Preface and Acknowledgments xv
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Chapter Eleven, “Injury Prevention,” investigates injuries as a public health
problem. It begins with the causes and magnitude of the problem, detailing the
epidemiology of injuries. Axioms for injury prevention are then provided to guide
efforts to control this problem. The chapter describes strategies for health pro-
motion, education and behavioral change, legislation and law enforcement, use
of engineering and technology, and use of combined behavioral and environ-
mental approaches to injury prevention.

Resting on an epidemiologic base, Chapter Twelve, “Violence Prevention,”
details the significant advances that have been made in understanding violence as
a public health issue. Using a taxonomy of types of violence and an ecological
framework, violent behavior is thoughtfully examined. A framework for violence
prevention and intervention is outlined as are strategies for program evaluation.
The process of implementing and disseminating effective interventions is illus-
trated through discussion of the use of consensus documents and evidence-based
guidelines and the involvement of those public health agencies that are leading
the efforts to reduce violence.

Chapter Thirteen, “Disaster Preparedness,” examines emerging concerns
about threats to safety and security, now omnipresent in the United States. In the
prologue, it explores the social ecological determinants of population health fol-
lowing disasters. It also discusses approaches to threat detection, vehicles for ter-
rorism, and human responses to potential disasters. Detailing protocols for
systemwide evacuations, triage, and treatment, this chapter explores a new area of
public health that is now in the forefront of public health professionals’ attention.

Chapter Fourteen, “Organizational Wellness,” adopts a comprehensive def-
inition that strategically integrates business, interpersonal, and individual needs
to optimize overall human and organizational well-being. Applying a myriad of
concepts derived from psychology and sociology to the understanding of the work-
site as a venue for and an influence on health promotion, this chapter suggests a
set of innovative approaches to enhance workplace wellness.

As Chapter Fifteen, “Enhancing Development,” unfolds, development is ex-
plored as an ongoing and evolving process in individuals, families, groups, and com-
munities. Viewed from a life course perspective, development is seen as complex,
unique, and patterned. Resilience, spirituality, and grieving are discussed as signif-
icant forces in human systems as they develop. Throughout the chapter, loss and
growth are viewed as intrinsically linked, at no time more than at the end of life.

Part Three of this book, “Economic Applications and Forecasting the Future
of Health Promotion,” explores some of the factors shaping the present and the
future of the field.

Chapter Sixteen, “Economic Considerations in Health Promotion,” recog-
nizes the pivotal role economics plays in directing health promotion practice at

xvi Preface and Acknowledgments
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present. Practical tools for analyzing the economic advantages of health promo-
tion practices are offered. A detailed example of the process of implementing a
health promotion program in a managed care organization anchors the chapter.

The final chapter, “Future Directions for Health Promotion,” points to the
larger influences on health promotion practice yet to come. It is likely that the op-
portunities will include addressing the needs of the growing elderly population,
designing health promotion for a diverse populace, harnessing the forces of global
change to promote health, measuring community change, and engaging in an on-
going ethical dialogue. The future of health promotion is predicated on actions
taken by and for communities.
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What do you imagine when you think about health—your health? Do you
view yourself as healthy? What health goals do you possess now for your-

self and your family? Do factors in your community contribute to your personal
health and your family’s health? Is your community healthy? In your own unique
way, how do you define health? These critical questions beckon examination by
the client and the health care professional. Searching for their clarification pro-
vides opportunities for discovery about images of health and direction for profes-
sional health care interactions and interventions. Once conceptualized, an image
of health provides direction for health promotion actions.

Health is baffling. Contemporary thinking about health emphasizes em-
powering nations, community groups, and individuals to realize their own health
aims. In the face of widespread interest in defining health at the theoretical level,
the development and the use of clinical practice frameworks to support inter-
ventions are increasing. These practice frameworks and theoretical models both
reflect and affect clients’ and health care professionals’ images of health. This chap-
ter describes ten categories of images of health, each reflecting a unique view
(Exhibit 1.1).

Each image category may include aspects that are also found in other im-
ages, and some words may have different meanings in the contexts of different
images. These images portray health as the antithesis of disease, a balanced state,
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growth, a functional capacity, goodness of fit, wholeness, well-being, transcen-
dence, empowerment, and finally, a resource. Reflecting on these images of health
reveals the complexities of health.

Imagining Health

Health is an elusive term because the state of being healthy can be viewed from a
multitude of perspectives. Health may be considered a reference for disease, de-
fined by determining forces, or a panacea. It may be thought of as autonomy and
integrity projected by the human system. It may refer to the uniquely character-
istic strengths of a person, a family, a group or population, a community, a na-
tion, or the world. It may also mean a self-sustaining or self-replenishing capacity.
Health may be thought unattainable, impossible to achieve because of limitations,
oppression, and depleting forces. Curiously, health care professionals, regardless
of discipline, know more about disease, pathology, and dysfunction than they do
about health. Although health is valued and desired as a goal, the diagnostic pre-
cision found in dealing with conditions of illness, disease, and social problems is
not evident in the study of health. Our clients look to us, as providers of health
care, to assist them to achieve their desire to be and feel healthy. As clients strive to
shape personal pictures of health, the health care professional bears witness to the
coalescing of images of health into the client’s own unique composite. This unique
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EXHIBIT 1.1. IMAGES OF HEALTH.

Antithesis of disease
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Goodness of fit

Wholeness

Well-being

Transcendence
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Resource
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image may differ from the health care professional’s image of health and expec-
tations for client health. While the client and health care professional interact as
partners, the health care professional recognizes these differences and enfolds them
into the therapeutic process. Inherent in this challenge is the necessity to accept
the client’s right to self-determination and to commit to assisting the client in re-
ducing barriers and achieving health goals. The images of health presented in this
chapter reflect a clustering of views on health. These images are offered to stim-
ulate a re-visioning of health. Health cannot remain an enigma; it stands on its
own as a life process, to be imagined and realized within the unique capacity of
everything human.

Health as the Antithesis of Disease

In the image of health as the antithesis of disease, health and disease are viewed
as opposite states, with health as the absence of disease. Dubos (1965) referred to
“the states of health and disease [as] the expressions of the success or failure ex-
perienced by the organism in its efforts to respond adaptively to environmental
changes” (p. xvii). Here, the conditions of health and disease are expressions of
bipolar thinking. In this context a given population’s health is measured by its op-
posite, the population’s morbidity and mortality statistics. These indexes of illness
and death are used to appraise health and to direct interventions in specific ag-
gregates. Persons suffering from disease were, and still are, ostracized by society.
Social standards for health can lead to negative perceptions of persons with dis-
eases that are in contradiction to these standards. Consider the treatment of per-
sons with leprosy, disabling conditions, acquired immunodeficiency syndrome
(AIDS), and drug addiction; they are often feared and viewed as not socially ac-
ceptable. Their condition or illness is contradictory to what is defined as healthy by
society, and their presence threatens the perceived social order.

When health is defined as the absence of disease, evaluative statements about
clients are made within the parameters of illness, using a system of disease signs and
symptoms. “This definition of health has been largely the result of the domination
of the biomedical sciences by a mechanistic conception of man. Man is viewed by
physicians primarily as a physico-chemical system” (Smith, 1983, pp. 46–47). Health
care professionals are prepared to make evaluative statements of illness by formu-
lating a diagnostic statement from symptomatology and objective data. Such an
evaluative statement requires comparisons to established norms. Illness becomes a
deviation from these norms. Health then is a condition of the norm, whereas illness
falls outside the range of normal. Rather than defining the components of health,
the medical model, relying on illness identification, merely identifies health as the
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absence of disease. Thus being healthy is being within the range of normal, and
more specific parameters are not identified. However, what falls within the med-
ical norm may be nevertheless suboptimal. Then mediocrity becomes an accept-
able definition of health, and because of this, the optimal conditions of normal
may never be recognized, realized, or individualized.

Health as a Balanced State

The image of health as a balanced state incorporates epidemiology, which pro-
vides an important understanding of the relationships among host, agent, and en-
vironment in explaining health. Epidemiology is the study of patterns of health and
the patterns of disease, disability, and death and other problems in populations of
persons (Leavell & Clark, 1965). In a broad, widely accepted definition, epidemi-
ology is stated to be “the study of the distribution and determinants of health-
related states or events in specified populations and the application of this study
to control of health problems” (Last, 1995, pp. 55–56). A major goal of epi-
demiology is to identify aggregates, or subpopulations, at high risk for disease or
health-threatening conditions. The intent is to identify risk factors that put the ag-
gregate at risk and then to modify or reduce those risks through preventive inter-
ventions. Efforts such as screening, case finding, and health education are geared
toward populations most likely to gain from specific strategies developed for a par-
ticular disease (Gordis, 1996).

In the epidemiologic framework, health is identified along a health-illness-
death continuum. The origins of health and illness are indicative of other
processes that occur before the human being is affected. Key to these processes
are the interactions of conditions in the environment, factors of the agent for dis-
ease, and predisposing genetic forces. “Heredity, social and economic factors, or
physical environment may be creating a disease stimulus long before man and
stimulus begin to interact to produce disease” (Leavell & Clark, 1965, p. 17). The
preliminary interaction of the human host, potential disease agent, and environ-
mental factors in disease production is referred to as the period of prepathogenesis

(that is, the period before disease). Prepathogenesis is the period of health. The
balance among the host, potential agent, and environment is reflective of the equi-
librium inherent in the condition of health. It is not until the disease-provoking
stimuli produce changes in the human system that the period of pathogenesis, or dis-
ease, results. The period of prepathogenesis can be thought of as the process in
the environment, whereas the period of pathogenesis is the process in the human
being, or human system.

Disease is a state of disequilibrium, or dis-ease, and health is a state of bal-
ance, or equilibrium. Equilibrium is achieved through the interaction of the mul-
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tiple factors and forces that influence and contribute to health. The balance that
is health is reflected in the nature and intensity of these interactions. Physical,
physiological, psychological, social, cultural, spiritual, political, and economic
forces interact and contribute to the unique image of health for each individual,
family, group, and community. Health is a singular condition and a condition of
society as well as a balance of these forces.

Cultural ideologies and traditions also influence the image of health as bal-
ance. For example, the harmony of yin and yang is balance. Yin and yang have
been described as passive and active, feminine and masculine, nurturing and stim-
ulating, and earthly and heavenly. Energy is balanced when these seemingly op-
posite forces work together. Imbalances between yin and yang are believed to be
manifested in the ways internal organs function and can result in disturbances of
vital energy, represented on the body’s acupuncture meridians. Ayurveda, an an-
cient medical system that originated in India, emphasizes the equal importance
of body, mind, and spirit (National Center for Complementary and Alternative
Medicine [NCCAM], 2000). To a practitioner of Ayurveda, imbalances in
doshas—physiological principles, or bodily humors—can lead to specific diseases.
Various foods and emotions are believed to result in imbalances. Furthermore,
the dominant medical system in Europe, from ancient Greek times to contempo-
rary ones, emphasizes “the belief that ill health resulted from an imbalance of the
body’s four humors (blood, phlegm, yellow bile, and black bile)” (NCCAM, p. 8).
“Habits and beliefs of people in a given community are not separate items but
are the elements of a cultural system which determine their response to any dis-
ease. Each culture has its own ways of organizing experiences pertaining to health
and disease” (Singh, 2001, p. 39).

Health as Growth

The foundation of the view that sees health as growth is found in the beliefs of
noted developmental theorists (for example, Dewey, 1963; Piaget, 1963; Elkind,
1981; Erikson, 1963; Duvall, 1985; Havighurst, 1972). This image leads to a fur-
ther view of health as the successful fulfillment of certain tasks appropriate to par-
ticular life stages. Persons are seen as having a capacity for growth that can be
enhanced and supported; this development is seen as an ongoing process that oc-
curs continuously and systematically throughout the life span. Growth is viewed
as progressive. Health is seen as being intimately determined by individual lifestyle
and behavioral choices. Interventions at critical life stages are believed to be the
most effective and to foster optimal growth. Through identification of certain tran-

sition points, the unique needs, behaviors, and motivations of certain populations
are targeted. In this framework, periods of transition involve restructuring and
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reorganization of both the inner and outer worlds of an individual. Frequently,
these periods arise when there is an unfolding of events in which the status quo is
challenged. Oftentimes this means new opportunities for enhancing growth and
coping (Cowan & Cowan, 2003).

The concept that overall wellness in each life stage involves the achievement
of certain cognitive, physiological, and psychological competencies is integral to
a life-span approach to health as growth. Established norms are used to measure
growth at each stage. Following an established pattern of expected progression
through the stages is viewed as desirable and is anticipated. The movement from
one stage of growth to another is predicated on some of the life skills and tasks
accomplished in an earlier stage. The “failure” to achieve certain developmental
skills during a particular stage may be viewed as impeding growth into the next
stage.

The way the concept of aging is visualized in the framework of a life-span
definition of health demands attention. In its most narrow definition, old age is
delineated as the end stage of life, a time of anticipated decline when dependency
and helplessness are expected outcomes. It is viewed as a time of final goal at-
tainment, thus avoiding any need to establish health challenges for this popula-
tion. From a broader viewpoint, aging is a complex cultural issue and is not
defined merely by biological parameters. Although they may have altered physical
abilities and changing expectations, aging persons retain the capacity for full par-
ticipation in life. Aging in this view is an imprecise term that can be understood as
both a loss and a goal. The process of aging is the process of life. Although older
Americans today are considered healthier, wealthier, and better educated than the
older members of previous generations (Federal Interagency Forum on Aging-
Related Statistics, 2004), disparities exist, particularly among those with limited
education, women, and minorities.

Over the course of the last three decades a body of literature has developed
that is apart from the mainstream, disease-oriented framework and that has begun
to describe the experiences of people who have coped successfully with traumatic
events. Although much remains to be discovered about how people bounce back
from negative events, this literature has explored trauma as an opportunity for
psychological growth, which comes about through the challenge and struggle pre-
sented by the traumatic event itself (Tedeschi & Calhoun, 1995). Posttraumatic
growth is variously seen as an outcome and as a process. A variety of terms have
been identified to acknowledge the phenomenon in which growth and change de-
velop and even advance beyond prior levels of adaptation after exposure to un-
desirable or extreme events. These terms include resilience, hardiness, and thriving.

When considering how some individuals, families, and larger social systems
overcome crises and ongoing adversity while others become depleted and shat-
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tered, Walsh (2003) asserts that resilience is the key. From this strengths-oriented
approach, life challenges become opportunities for growth. Resilience research
has moved beyond considering it as a personal psychological trait and now sees it
as a dynamic process (Masten, 1999). Resilience is the capacity to bounce back
from adversity and grow through it as its effects are mitigated by protective and
vulnerability factors (Luthar & Zelazo, 2003).

Hardiness has been described by Kobasa (1979) as a grouping of personality
traits that includes control over life events, a life commitment, and a personal view
of change as challenge. Hardiness is seen as a variable that influences the effects
stress may have on an individual’s physical and mental health. People who are
hardy are perceived as having an increased ability to withstand stress (Low, 1996).

Thriving, which has been derived from resilience research, has been concep-
tualized as a dynamic process of adaptation whereby challenge provides an oppor-
tunity for growth and greater well-being. Thriving goes beyond coping and
homeostasis to become transformative. It involves cognitive changes, a reexami-
nation of self, and an ability to mobilize resources needed to deflect the impact
of a threat or risk (O’Leary & Ickovics, 1995).

When one views health-within-illness (Moch, 1998) an opportunity unfolds to
view illness as a potential growth catalyst. Health promotion efforts may have
negated or ignored these opportunities in the past. However, if health and illness
coexist, then within illness is the possibility of realizing health through a sense of
meaningfulness, self-knowledge, positive change, and redefinition of life events.
Likewise, at the end of life, efforts such as the hospice movement promote health
when assisting individuals and families to find meaning in imminent death and to
live well with terminal illness. “Our ultimate goal as a society and as members of
communities surely is to maximize human development and the achievement of
full human potential” (Hancock, Labonte, & Edwards, 1999, p. 522).

Health as Functionality

In the image of health as functionality, health is seen as the capacity to fulfill crit-
ical life functions. Functional health patterns for individuals include all activities
that influence a person’s relationship with the environment. Physiological functions
include digestion, hydration, sleep, elimination, and circulation. Psychological func-
tioning encompasses behavior, communication, and emotional development. Ful-
fillment of these functions defines a healthy individual. Likewise, families have
functions to fulfill, including the capacity to nurture their members through phys-
ical, emotional, educational, and social support activities. Further, communities
function to provide their members with resources to sustain themselves. A com-
munity is vital when members can meet their needs and in turn participate in the
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community’s further development. At the global level, nations participate in
achieving shared responsibility for mutual health goals for their respective and
collective populations.

Functionality is viewed as the ability to carry out a given task. When the func-
tional capacity of individuals, families, groups, and communities is limited, health
is altered, and adaptation is necessary to adjust to the environment and fulfill func-
tions. However, adaptation need not be viewed from such a narrow vantage point.
It encompasses not only modification of the individual but also alteration of that
individual’s environment. From this perspective, disability is viewed as a different

ability, one that requires an altered environment so that a person can achieve vital
life functions (that is, the environment is made accessible, available to those with dif-
ferent abilities). Persons with disabling conditions then become equally able.

Rehabilitation, a level of prevention, focuses on recovering remaining capacity
to maintain function. The strengths and capacities of the individual are realized
differently to restore function, even if that function is modified. Recovering the
capability to function as independently as possible enables the person, family,
group, or community to depend less on other forms of support. Returning func-
tion, even if modified, enables social utility and a sense of purpose.

Participation in health activities depends on an individual’s overall health
function skills. Health literacy, for example, is a major skill necessary for compre-
hending information directed at improving health (Ratzan, 2001). Health literacy
is the capacity to obtain, process, and understand basic health information and
services needed to make appropriate health decisions (Ratzan & Parker, 2000).
The National Adult Literacy Survey (NALS) has raised serious concerns about
marginal health literacy skills among many Americans and about these individu-
als’ ability to participate adequately in their health care (Ad Hoc Committee on
Health Literacy for the Council on Scientific Affairs, American Medical Associ-
ation, 1999). It is estimated that nearly half of all American adults, ninety mil-
lion people, have difficulty understanding and acting on health information
(Nielsen-Bohlman, Panzer, & Kindig, 2004). Health literacy therefore affects func-
tional health.

Health as Goodness of Fit

The fit between the person and the surrounding environment is often impercep-
tible, as each is embedded in the other. It becomes impossible to distinguish the
reciprocal relationship in this joining. The image of health as goodness of fit con-
siders the meshing of the determining factors of health. Human biology, envi-
ronment, health care, and lifestyle have been identified as the four major
determinants of human health (Lalonde, 1974). Each of these determinants is
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important; however, special attention is now being given to the influence of indi-
vidual lifestyle on personal health. This focus on lifestyle is inevitable given that
the human life span is increasing, chronic disease has become a greater factor than
communicable disease in morbidity and mortality, and the health care system has
become increasingly focused on costs.

Lifestyle is about choosing. Individuals, families, groups, and communities
choose options that set into motion unique interactions of factors and forces that
have the potential to produce health or illness. Much progress in the overall major
decline in death rates for the leading causes of death among Americans has been
traced to reduction in risk factors. Healthy People 2010 (U.S. Department of Health
and Human Services, 2000) delineates health objectives for improving longevity
and decreasing health disparities in our nation. Despite these advances resulting
from preventive interventions, the United States continues to be burdened by pre-
ventable disease, injury, and disability. Focusing on lifestyle alone, however, rather
than viewing health as an outcome of a multiplicity of determinants, can easily
result in “blaming the victim.” When the complex mix of biological, psychologi-
cal, social, cultural, and political factors is underacknowledged and underesti-
mated, the individual is held solely responsible for risk-taking behaviors and health
outcomes.

Lifestyle is only one of the four major factors that determine health. Lifestyle
is about choosing, to whatever extent possible. However, certain biological factors,
although modifiable, are largely uncontrollable. In addition, environmental de-
terminants of health are often negotiated at the public policy level, leaving indi-
viduals, families, groups, and communities without a sense of personal control.
Environmental factors such as poverty, racism, and resource allocation challenge
the individual’s potential for health and limit choice. Also, the availability, acces-
sibility, affordability, appropriateness, adequacy, and acceptability of health care
(National Institute of Nursing Research, 1995) can enable or diminish health po-
tential. No one factor alone determines an individual’s health, which is shaped by
the interlocking of these forces. Yet there is opportunity for change to occur at the
point these factors interface.

The environment, a critical determinant of health, cannot be viewed in isola-
tion any more than lifestyle can. The reciprocal relationship between people and
their environment is emphasized in the ecological models of health. Recognition
of the influences of intra- and interpersonal factors, community and organizational
factors, and public policy is viewed as necessary to a full understanding of health-
related behaviors and interventions (McLeroy, Bibeau, Steckler, & Glanz, 1988).

The preparation of public health professionals for addressing the public’s
health (Gebbie, Rosenstock, & Hernandez, 2003) relies on an understanding of
the various determinants of health. The relationships and processes that link these
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forces are best described in an ecological model of health. Individual behav-
ior; social, family, and community networks; living and working conditions; and
broad social, economic, cultural, health, and environmental conditions at all lev-
els of development and over the life span are linked in this model. The fit among
these factors and forces shapes an understanding of the determinants of popula-
tion health.

Health as Wholeness

A holistic image of health is central to healing and complementary health care
delivery. Appreciating wholeness is enhanced by a framework that supports mul-
tiple interactions (Bertalanffy, 1968; Laszlo, 1972). The idea that every aspect of
a human being, family, or community is linked and interacting arises from a sys-
tems theory orientation. A human being is constructed of subsystems that work
together, and he or she is at the same time a subsystem of the family and com-
munity, which also are interacting parts of each other.

Each system is simultaneously a subsystem and a suprasystem. Boundaries
define each system and allow, through their regulation, the flow of inputs and out-
puts that maintain energy and enable growth. In this framework, health can be
viewed as system integrity and unity. Supporting the integrity of the human system
is the focus for promoting and maintaining health.

Human beings are considered whole (that is, more than and different from the
sum of their parts). “The whole has a unity, organization, and individuality that is
not discoverable by means of the analysis of its parts. In fact, the analysis of the parts
of the organism results in decreased perceptions of the qualities of the whole”
(Blandino, 1969, quoted in Smith, 1983, p. 77). Employing the framework of Maslow
(1968), Smith (1983) considers health to be the complete development of the indi-
vidual’s potential. Smith’s eudaimonistic model focuses on the entirety of the or-
ganism, including the physical, social, aesthetic, and moral—not just the behavioral
and physiological—aspects. In the eudaimonistic sense, health is wholeness. To be
healthy is a goal toward which the human system strives.

Human systems are no longer viewed in isolation. Individual health is influ-
enced by family health, and one member’s health influences the health of other
family members. Likewise, families are viewed within the contexts of groups, com-
munities, and societies; families contribute to the health indicators of larger
systems. Nations are viewed within the context of world health, contributing to
and being influenced by the whole globe. No longer can health be solely deter-
mined by individual indicators. There is growing evidence that individual health
and community health are interdependent. This awareness is reflected in the cur-
rent understanding of population health. The key elements of population health
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assessment are aggregated health characteristics and disparities among groups;
environmental, social, and economic health determinants; inequalities of oppor-
tunity; and community governance and the degree of distribution of power (Han-
cock, Labonte, & Edwards, 1999).

Health as Well-Being

Health is defined in the Preamble to the Constitution of the World Health Orga-
nization (WHO) (signed in 1946 and ratified in 1948) as follows: “Health is a state
of complete physical, mental, and social well-being, and not merely the absence
of disease or infirmity” (WHO, 1947). Freedom from disease and illness implies
an ideal state among three significant sources of well-being—physical well-being,
mental well-being, and social well-being. Referring to health as a “complete” state
may mean that health requires no improvement and “that anything less than com-
plete well-being is not health” (Buetow & Kerse, 2001, p. 74). Curiously, follow-
ing this line of inquiry may result in the negation of health promotion efforts,
because health cannot be improved. Bok (2004) asserts that defining health as
“complete . . . well-being” may make the term unsuitable for either measuring or
comparing states of health. “Even if someone did achieve such a state of com-
plete health, it would be short-lived; and there would be no chance of finding
members of any group, let alone inhabitants of a society or a region, enjoying
such a felicitous state simultaneously” (p. 7).

Dunn (1961) uses this WHO definition to expand on the idea of high-level well-

ness, in which the term health implies being well not only in the body and mind but
also within the family and community and having a compatible work interest.
“High-level wellness for the individual is defined as an integrated method of func-
tioning which is oriented toward maximizing the potential of which the individual
is capable. It requires that the individual maintain a continuum of balance and
purposeful direction within the environment where he is functioning” (pp. 4–5).
In effect, health is viewed as balance along a goal-directed continuum within the
context of the environment. The dynamic nature of health is implied as health
potential is maximized. In other words, rather than being a complete static state,
health involves maintaining completeness on an ongoing basis. Balance and dy-
namism are combined while a person, family, group, or community moves pur-
posefully toward a goal.

Often what people describe as “feeling healthy” is a subjective sense of well-
being—a subjective interpretation of personal indicators that produce a vague
sense that everything is all right. Although the actual structure of general well-
being is not clearly understood, it is thought to include the following contributors:
emotions, beliefs, temperaments, behaviors, situations, experiences, and health
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(Wheeler, 1991). Well-being is an imprecise term subsuming both subjective and
objective definitions and methods of measurement. It may include self-reports of
satisfaction and dissatisfaction, the presence or absence of a persistent mood level
or transient emotional state, external environmental conditions, and biochemi-
cally related behavior (Kahn & Juster, 2002).

It is known that different individuals experience the sense of well-being in
very different ways. The pursuit of well-being may include no formal definition,
no clear-cut guidelines. However, the individual does know and understand some
means for attaining this state. Perhaps it is not necessary or even possible to have
a precise and objective definition of certain human experiences.

For many persons, humor is an important aspect of achieving well-being. In
attempting to comprehend and live through the myriad of life experiences, people
find that perceived reality can be altered through humor and its outward expres-
sions. Humor is understood as a powerful tool, affecting both neurological and
physiological transmissions in the body. It can reduce tension and frustration and
startle a person out of complacency. Laughter and humor are powerful expressions
that add vitality and “joy” (Cousins, 1979) to the experience of health and life.

Health as Transcendence

To view health as transcendence is to see the human potential for growth and de-
velopment as limitless. Any boundaries of mind and body are believed to be self-
imposed. According to this framework, human beings and intervention modalities
are continuously evolving. Health is this process of self-discovery. Understanding
on a cognitive level is not necessary for an intervention to be therapeutic. Some
aspects of healing are experienced and understood by the client and health care
professional at different levels of awareness. Persons are presented with a multi-
tude of choices during their lifetimes. Moving outside personal comfort zones and
stretching beyond these perceived boundaries can promote insecurity. Therefore,
redefining health involves loosening boundaries and undergoing transformation.
Support in this process is desirable and augmenting.

Health is seen as interrelated with the larger universe, integrating emotional
and spiritual factors. The self is experienced and explored based on a definition
that far transcends its ordinary definition; self becomes a “manifestation or ex-
pression of this much greater ‘something’ that is our deeper origin and destina-
tion” (Lawlis, 1996, p. 5). The process inherent in body-mind-spirit is understood as
a unified whole that has great potential for experiencing, altering, and expressing
health.

The perceived meaning that one attaches to an experience or event is recog-
nized as having an integral connection to one’s overall health experience. These
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perceived meanings affect both one’s choices and the impacts of health interven-
tions. When exploring the relationship between spirituality and health, it is gen-
erally acknowledged that the concept of spirituality lacks an accepted clear
definition and is highly personal and contextualized (Coyle, 2001). However, it is
also recognized that spirituality “motivates, enables, empowers, and provides
hope” (p. 592). Spirituality has further been understood as “one’s inward sense of
something greater than the individual self or the meaning one perceives that tran-
scends the immediate circumstances” (U.S. Office of Alternative Medicine, 1994,
p. 8). It is this sense of meaning and purpose that supports an individual’s ability
to gain some control and mastery over his or her circumstances. A spiritual heal-
ing philosophy of health acknowledges the healing forces of modalities such as
prayer, meditation, and focused thought (Institute of Medicine, 2005).

Health as Empowerment

A strong link between individuals’ or communities’ sense of power and the level of
health they experience has been identified (Robertson & Minkler, 1994; Minkler,
1999). This power has been closely associated with the perceived degree of life
control and mastery. Powerlessness has been identified as a broad-based risk factor
for the development of disease. The empowerment process, as a health promo-
tion intervention strategy, has been correlated with improving the health of pop-
ulations (Wallerstein, 1992). Health professionals must respect and acknowledge
the significance of clients’ right to “name their own experience” as an integral
part of the empowerment process. Without this, the professional risks subjectively
overwhelming or affecting the lives of others by setting up a health agenda “for”
clients that they “must” follow (Labonte, 1994).

Movement toward health evolves from a fully engaged sense of self. Defini-
tion and direction for health come from this strength. Change occurs as individ-
uals and communities, in partnership with the health care professional and others,
work toward the implementation of this personal vision of health.

Empowerment in its fullest meaning is context bound. It extends to include an
awareness of all the forces that individuals, families, groups, and communities face
as they attempt to transform their reality (Airhihenbuwa, 1994). Culture is one of
these forces. Health experiences and choices originate within a cultural perspec-
tive. Cultural values, attitudes, and behaviors are seen as an integral part of a per-
sonal definition of health and disease. The empowerment process is expanded
through actions that focus on improving the health of communities. Targeting
only individual change dilutes the process. “Hence the empowerment process is
maximized when community residents at large become mobilized around health
concerns and initiate collective actions for well-being of the entire community”
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(Braithwaite, Bianchi, & Taylor, 1994, p. 414). Owing to the interrelatedness of
all people, health is a universal experience.

The view of health as empowerment includes the belief that individuals pos-
sess numerous and diverse self-care abilities that contribute to determining their
health. Persons require certain self-care skills to feel in control and to direct their own
life course, and community change depends on the ability of the commun-
ity’s members to self-direct. Self-care involves competency, which comes about as
professionals transfer necessary skills and knowledge to individuals and commu-
nities. Much of the provision of health can now be seen as within the grasp of the
consumer.

The ability to control and shape this vision is dependent on a redistribution
of power within the health care system. Power is transferred as the client deter-
mines health actions and as the system of health care becomes accountable for
providing client-focused care. With whom, then, does the responsibility for health
lie? Although there is strong support for health promotion approaches stressing
both personal and a broader social responsibility, it is actually the coalescing of
these forces that permits “the creation of healthy public policies and health-
promoting environments, within which individuals are better able to make choices
conducive to health” (Minkler, 1999, p. 135).

Health as a Resource

In a discussion of health within the context of health promotion, the World
Health Organization’s Ottawa Charter broadened the conceptualization of health
to include an understanding of the social, political, and economic determinants
of health. In order to reach a state of health, “an individual or group must be able
to identify and to realize aspirations, to satisfy needs, and to change or cope with
the environment. Health, is therefore, seen as a resource for everyday life, not the
objective of living. Health is a positive concept emphasizing social and personal
resources, as well as physical capacities” (WHO, 1986, p. 1).

The idea of health as a resource for living expands the definition of health
and its determinants to include the context in which health, or nonhealth, is con-
sidered and goes beyond an emphasis on individual lifestyle strategies to achieve
health (Robertson & Minkler, 1994). As a resource for everyday living, health is
not a state or absolute condition but rather the dynamic capability to deal with
life’s challenges and care for oneself. Health is competence; a well of strengths,
some apparent and some unrecognized but all able to be cultivated and actual-
ized. This resource embodies capacities that are usable, untapped, and potential.
An inventory of strengths enables every human system to kindle its resource.
Health is a life force for engaging in an evolving process of development.
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This image of health as a resource for everyday living extends to community,
society, and world proportions. “WHO and other UN-sponsored agencies such as
the United Nations Development Program (UNDP) and the World Bank have rec-
ognized that health is central to human development, not only at the individual
level, but also in terms of global macrosystems and social stability” (Shinn, 1999,
p. 117). The editors of a Pan American Health Organization (PAHO) constitu-
tional study on the right to health care have stated: “Health provides both the
foundation for a just and productive society and the cornerstone of an individ-
ual’s chance to develop his or her full potential. A population that is not healthy
cannot learn, cannot work, cannot develop” (Fuenzalida-Puelma & Connors,
1989, p. xv). Health as a resource therefore integrates social, cultural, and politi-
cal dimensions and includes equity (the right to equal and adequate access to
health); integration of health measures across the continuum from promotion to
prevention to recovery to survivorship; participation (mutual responsibility be-
tween systems and society); and efficiency (appropriate use of available resources)
(adapted from WHO as cited in Shinn, 1999). Personal, community, societal, and
global health are interconnected and inseparable resources.

Summary

There are many ways to envision health. Each frame of reference creates a dif-
ferent image. Images of health influence personal decision making as well as the
establishment of health policies and programs at local, national, and global lev-
els. The health care system, from the smallest unit of service to the entire system,
reflects images of health. Health is dynamic. The possibilities for blending and
exploring new images of health are endless. As health is redefined, people and
communities have greater opportunities to expand its meaning and significance.
Health care professionals protect the entitlement to health.
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As discussed in Chapter One, health is an evolving concept. This chapter ex-
plains health promotion within the constraints of several dominant models

in the field (global and national policies; the environmental approaches; the life
course model; and the health attitude, belief, and behavioral change approaches)
and details these models’ implicit approaches to health. The loci of change are at
either the microlevel (individual, family, group) or the macrolevel (societal, com-
munity, population) (Zaltman, Kotler, & Kaufman, 1972). (See Table 2.1.)

Models present a simplified picture of part of the health promotion phe-
nomenon. Several of the models described in this chapter could also be charac-
terized as theories of social relations. In general a theory (1) contains constructs
(that is, mental images, such as health) that it seeks to explain or account for in some
way; (2) describes relationships, often causal, among constructs; and (3) incorpo-
rates hypothesized relationships between the constructs and observable variables
that can be used to measure the constructs (that is, operationalized constructs) ( Judd,
Smith, & Kidder, 1991). Several of these theories, such as that of social cognition,
have been empirically verified and thus strong evidence for their veracity exists.
Other models, even as they are guiding research and intervention development,

CHAPTER TWO
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TABLE 2.1. HEALTH PROMOTION MODELS AND HEALTH THEMES.

Focus 
(Macro 

Model Primary Health Theme or Micro)

Global policy All themes but health as the Macro
antithesis of disease

National policy

Health promotion Health as a balanced state Macro/micro

Health as sense of well-being

Health protection/disease Health as the antithesis of disease Macro/micro
prevention

Environmental approaches

Social ecology Health as goodness of fit Macro

Health as wholeness

Social network Health as goodness of fit Macro/micro

Health as a resource

Positive psychology Health as sense of well-being Micro

Social marketing Health as sense of well-being Macro

Political economy Health as empowerment Macro

Behavioral model of Health as a resource Macro
healthcare utilization

PRECEDEa-PROCEEDb Health as functionality Macro

Social responsibility Health as empowerment Macro

Life course models

Innovation diffusion theory Health as growth Macro/micro

Stages of changec Health as growth Micro

Health attitude, belief, and 
behavioral change approaches

Health belief modelc Health as functionality Micro

Protection motivation theory Health as the antithesis of disease Micro

Cognitive-social health Health as functionality Micro
information–processing model

Theory of planned behavior Health as functionality Micro

Prospect theory Health as the antithesis of disease Micro

Social learning theories

Stimulus response theory Health as functionality Micro

Social cognitive theoryd Health as functionality Micro
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are at the same time undergoing verification and modification, through ap-
proaches similar to those outlined in the last part of this chapter.

Global Policy

Global health policy is often based on the World Health Organization’s definition
of health, which is currently the broadest, most inclusive definition of health and
is designed for citizens of the world: “Health is a state of complete physical, men-
tal, and social well-being, and not merely the absence of disease or infirmity”
(WHO, 1946, p. 100).

In 1978, at Alma-Ata, Kazakhstan, representatives of nations throughout the
world expressed the need for nations to develop access to primary health care that
would enable their citizens to lead socially and economically productive lives. This
meeting was followed by one in 1988 in Riga, Latvia, to identify the remaining
gaps in health care, particularly for infants, children, and women of childbearing
age. Strategies to achieve health for all persons by the year 2000 were drafted.
They called for (1) empowering persons by providing information and decision-
making opportunities, (2) strengthening local systems of primary health care,
(3) improving education and training programs in health promotion and preven-
tion for health care professionals, (4) applying science and technology to critical
health problems, (5) using new approaches to health problems that have resisted

Models of Health Promotion 23

TABLE 2.1. HEALTH PROMOTION MODELS AND HEALTH THEMES, Cont’d.

Focus 
(Macro 

Model Primary Health Theme or Micro)

Health promotion matrix Health as sense of well-being Macro/micro

Health as a resource

Spirituality as a construct Health as transcendence Micro

Empowerment and Health as empowerment Macro
community capacity building Health as a resource

aPRECEDE: predisposing, reinforcing, and enabling constructs in ecosystem diagnosis and evaluation.
bPROCEED: policy, regulating or resourcing, and organizing for (I) health education, media, and advo-
cacy; and (II) policy, regulation, resources, and organization; and (III) educational and environmental
development and evaluation.
cAlso considered part of the transtheoretical model.
dAlso considered part of the transtheoretical and health belief models.
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solution, (6) providing special assistance to the least-developed countries, and (7)
establishing a process for examination of the long-term challenges that must be
addressed beyond the year 2000 in achieving health for all (World Health Orga-
nization [WHO], 1988). To implement the aim of the first conference and to de-
velop the strategies of the second, WHO (1984) adopted the following five
principles of health promotion:

1. Health promotion includes the population as a whole in the context of individ-
uals’ everyday lives, rather than focusing on persons at risk for specific diseases.

2. Health promotion is directed toward action on the causes or determinants
of health.

3. Health promotion combines diverse but complementary methods or ap-
proaches, including communication, education, legislation, fiscal measures,
organizational change, community development, and spontaneous local
activities against health hazards.

4. Health promotion is particularly aimed at effective and concrete public
participation.

5. While health promotion is basically an activity in the health and social fields and
not a medical service, health care professionals—particularly in primary health
care—have an important role in nurturing and enabling health promotion.

The WHO definition of health promotion offers a multidimensional charac-
terization of health and incorporates a multitude of strategies, including individ-
ual and community change and legislation, under its rubric. The WHO definition
assumes a person does not have sole control over his or her health. It does, how-
ever, allow people to take responsibility for their choices within a context of con-
comitant social responsibility for health. Further, on the philosophical level it
implies that health is a means to an end—a resource—and an instrumental value,
or good, for what it brings. Health, like power, is a resource differentially distrib-
uted in society (Gutiérrez, 1990). In the global policy model, health is not a good
in and of itself or a value in its own right but a resource for living. Multisectoral
cooperation—among public health, transportation, social welfare, and other sys-
tems—is necessary to the equitable distribution of health resources.

National Policy

It is estimated that in the United States unhealthy lifestyles are responsible for 54
percent of the years of life lost before the age of sixty-five years, environmental
factors are responsible for 22 percent, and heredity for 16 percent (McGinnis &
Foege, 1994). Thirty-three percent of all U.S. deaths can be attributed to three
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behaviors: tobacco use, physical inactivity, and poor eating habits (Mensah, 2005).
Population-wide approaches to reduce the effects of behavioral and environmental
factors, such as tobacco use, poor diet, inactivity, unsafe sexual behavior, micro-
bial agent use, firearm use, drug and alcohol use, toxic agents, and motor vehi-
cles, could decrease the 70 percent of early deaths for which these factors account
(McGinnis & Foege, 1994).

Attention to influential scientific articles regarding environmental and be-
havioral health dangers and the federal interest in cost reduction of health care
expenses led to the development of the Healthy People 2010 document by the U.S.
Department of Health and Human Services (2000). This monograph is the most
recent of several national initiatives to develop health objectives for the country,
and it has spawned a number of similar state initiatives. Details of the plan are
found in Chapter Three; in general it provides a plan of action for the nation’s
health, with two major goals: to increase quality and years of healthy life and to
eliminate health disparities. This document, like its predecessors, mixes both a
health promotion and a disease prevention approach, although the implementa-
tion of many of the aims of Healthy People 2010 acknowledges the ecology of
health promotion. Individuals, groups, organizations, and policymakers are con-
sidered active agents in shaping health practices and policies to optimize both in-
dividual wellness and collective well-being. For example, through Steps to a Healthier

US (2005), funds were granted to the Cherokee nation to implement a statewide
anti-tobacco abuse media effort, including instituting smoking bans and restric-
tions in schools and expanding the availability of smoking cessation programs to
two local industries.

Health Promotion

The health promotion strategies developed in the Healthy People documents are
related to individual lifestyle—personal choices made in a social context—that
can have a powerful influence over one’s health prospects. These strategies target
issues such as physical activity; nutrition; sexuality; tobacco, alcohol, and other
drug use; oral health; mental health and mental disorders; and violent and abu-
sive behavior. Educational and community-based programs can address lifestyle
choices in a cross-cutting fashion.

Health Protection

The health protection strategies set out in these documents are related to envi-
ronmental or regulatory measures that confer protection on large population
groups. These strategies address issues such as unintentional injuries, occupational
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safety and health, environmental health, food and drug safety, and fluoridation of
water for oral health. Interventions applied to address these issues generally are
not exclusively protective—they may provide a substantial health promotion ele-
ment as well—and the principal approaches involve a community-wide, rather
than individual, focus.

Disease Prevention

The disease prevention model in these documents focuses on the avoidance of ill-
ness and agents of illness as well as the identification and minimization of risk.
This approach is found throughout the health promotion literature, most partic-
ularly in the work of the U.S. Preventive Services Task Force (USPSTF), as dis-
cussed further in Chapter Three. Epidemiologic data are the foundation for the
development of this model. Epidemiology focuses on how diseases originate and
spread in populations (Lilienfeld, 1976).

In a preventive approach the natural history of the disease at issue is exam-
ined to identify the interrelationship between the outside etiologic, or causal,
agents and the biological response of the host and to determine the effects of en-
vironmental, social, and physical factors; community patterns of medical care;
and the social and intellectual response of the host (Leavell & Clark, 1953). The
target of the preventive intervention is selected based on the prevalence (propor-
tion of the population affected) and the incidence (number of new cases per year)
of the condition. In the USPSTF’s work the target conditions selected are rela-
tively common in the United States and are of major clinical significance. The
natural history of a disease may depend on environmental conditions, like the
prevalence of asthma in areas of high air pollution compared to areas of low air
pollution. Similarly, the natural history of a disease may show variations related
to sociodemographic characteristics of the affected individuals, such as their race
or ethnicity, or the health service characteristics of their communities, such as ac-
cess to care (Hutchison, 1969).

The traditional triad of primary, secondary, and tertiary prevention is often
used to distinguish approaches. Primary preventive measures are those provided
to individuals to prevent the onset of a targeted condition (for example, routine
immunization of healthy children). Secondary preventive measures identify and
treat asymptomatic persons who have already developed risk factors or preclini-
cal disease but in whom the condition has not become clinically apparent (for ex-
ample, screening for high blood pressure). Tertiary preventive measures are those
directed toward persons as part of the treatment and management of their clin-
ical and chronic diseases (for example, cholesterol reduction in clients with coro-
nary heart disease or insulin therapy to prevent the complications of diabetes
mellitus) (USPSTF, 1996).
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Risk Assessment

In the disease prevention orientation, individuals and groups are characterized by
their absolute, relative, or attributable risk for various diseases and disorders. Ac-
cording to the Royal Society (1983), “Risk is the probability that a particular ad-
verse event occurs during a stated period of time, or results from a particular
challenge.” In the field of epidemiology, absolute risk measures the magnitude of the
incidence of disease in a population, relative risk measures the strength of an associ-
ation between a risk and a disease (for example, between smoking and lung cancer),
and attributable risk is a measure of how much of the disease risk (for example, risk
for coronary heart disease) is attributable to a particular exposure (for example,
smoking) (Gordis, 2000). The population attributable fraction (PAF) refers to the fraction
of disease cases (or deaths) in a population that is associated with an exposure (for
example, obesity), generally by age groups. These metrics are generally less mean-
ingful at the level of the individual than they are for populations (Goodman, 2005).

A critical clinical issue for health care professionals is how to portray risk of
disease to a client. As posited by the health belief model (to be discussed later in
this chapter), whether individuals respond to a health threat depends in part on
how large they perceive their personal risk to be. Even though the definition of
risk denotes that the risk taker’s behavior is harmful, the real or perceived bene-
fits of smoking, eating, and drinking may be seen differently by the person en-
gaging in the activity and by an outsider. As discussed in Chapter Three, typical
presentations of health risks (for example, in the news) may do little to inform
these perceptions (Woloshin, Schwartz, & Welch, 2002). Generally, health care
professionals and clients are poorly prepared for discussions of health risks
(Schwartz, Woloshin, & Welch, 1999; Fong, Rempel, & Hall, 1999; Woloshin,
Schwartz, & Welch, 2002; Lipkus & Hollands, 1999).

Three characteristics are important in the discussion of risk: (1) clarity (the dis-
cussion should answer these questions: What is the risk? What are the numbers?
What is the time period? and, How dangerous is the disease?); (2) context (the dis-
cussion should present comparisons, looking at the risk in terms of the risk for an
average person of similar diseases, of leading causes of death, and of all-cause
mortality); and (3) acknowledgment of uncertainty (the discussion should address
whether the risk factor changes the client’s overall risk or causes disease and the
precision of this risk estimate). A recent review has identified practical guidelines
for the visual presentation of risk, including the use of a risk ladder (Lipkus &
Hollands, 1999).

The discussion of risk should take place in the context of informed decision mak-

ing (or IDM); shared decision making occurs when the client and the health care
professional together discuss the risks and benefits of a proposed decision. In-
formed decision making occurs when an individual understands the disease or
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condition being addressed and also comprehends what the clinical service involves,
including its benefits, risks, limitations, alternatives, and uncertainties. In IDM the
client has considered his or her own preferences, believes that he or she has par-
ticipated in decision making at a level that he or she desires, and makes a decision
consistent with those preferences (Sheridan, Harris, & Woolf, 2004). Numerous
decision aids are available to assist with IDM (for a review see O’Connor et al.,
2004; also see Llewellyn-Thomas, 1995; BayesMendel Lab, 2004 [for a breast
cancer diagnostic tool]; Harvard Center for Cancer Prevention, Harvard School
of Public Health, 2004 [for a disease risk tool]).

Example of a Large Community Risk Prevention Program

The Framingham Heart Study, begun in 1948 in the town of Framingham, Mass-
achusetts, and funded by the National Heart, Lung, and Blood Institute (NHLBI),
is an exemplary epidemiologic study with ramifications for community-based risk
modification. The data derived from study of the original cohort of 5,209 healthy
residents between thirty and sixty years of age, 5,124 of their children and
spouses, and 500 members of the Framingham minority community have been
used to develop approaches to reduce heart disease, stroke, dementia, osteoporo-
sis, arthritis, diabetes, eye disease, and cancer and to understand the genetic pat-
terns of many common diseases (NHLBI, 2005).

Differences Among the Health Promotion, 
Health Protection, and Disease Prevention Concepts

The critical difference among these concepts lies in the underlying motivation
they offer for a particular behavior on the part of individuals and populations
(Pender, 2006). Health promotion encourages well-being and is oriented toward
the actualizing of human potential and thus is positive in valence, or attractive to
the client. Health protection, however, is directed toward a desire to actively avoid
illness, to detect it early, or to maintain function within the constraints of illness,
and holds a negative valence. Disease prevention is similar to health protection in
that one is taking action to thwart the disease process by finding ways to modify
the environment, behavior, and bodily defenses so that disease processes are elim-
inated, slowed, or changed (Parse, 1987).

Environmental Approaches

The ecological model focuses specifically on the components of health-promotive
environments. Within this context, some national policies, such as those estab-
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lishing acceptable levels of air quality, may highlight the role of the environment
in optimizing states of well-being; further, policies may emphasize the connection
between well-being and one’s social and physical milieu (Stokols, 1992).

In the environmental approaches, healthfulness is seen as a multifaceted phe-
nomenon incorporating physical health, emotional well-being, and social cohe-
sion. Health may result from concurrent interventions in transactions between
persons and environments over time (Stokols, 1992) and reflects the outcomes of
joint approaches at multiple levels.

Social Ecology Model

Ecology pertains to the interrelationships between organisms and their environ-
ments (Hawley, 1950). The social ecology approach is grounded in a contextual
view of human health and well-being (Moos, 1979). It attends to the social, insti-
tutional, and cultural contexts of person-environment relations. The model as-
sumes that the healthfulness of a situation and the well-being of its participants
are influenced by multiple aspects of the environment—both physical (geography,
architecture, and technology) and social (culture, economics, and politics—or the
“social determinants of health”; Green & Kreuter, 2005). Characteristics of the
environment interact with features of the individual such as genetic heritage, psy-
chological predispositions, and behavioral patterns; health is a result of that in-
terplay. Environments may vary, for example, in their lighting, temperature, noise
levels, and space arrangements; these are seen both as objective characteristics
and as factors that can be perceived differently by each person (or subjective char-
acteristics). The meshing of a unique environment and a particular person is
unique.

The social ecology model incorporates components of systems theory, such as
the dynamic states of interdependence, homeostasis, negative feedback, and de-
rivation amplification (Cannon, 1932; Emery & Trist, 1972; Katz & Kahn, 1966;
Maruyama, 1963). Person-environment interactions move through cycles of mu-
tual influence, where each affects the other. The varied levels of human environ-
ments, such as worksites, are seen as complex systems in which each level is nested
in more complex and distant levels. For example, the occupational health and safety
of community work settings is directly influenced by state and local ordinances
aimed at protecting public health and environmental quality (Stokols, 1992).

Environments differ in their relative scale and complexity, and the partici-
pants in these contexts may be studied as individuals, small groups, organizations,
and populations. Interventions may be strengthened by the coordination of indi-
viduals and groups acting in different environments, such as corporate managers
who shape organizational health policies alongside diverse teams of workers or
health insurance companies (Green & Kreuter, 1991, 1999; Pelletier, 1984; Winett,
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King, & Altman, 1989). Further, individuals’ physical and emotional well-being
is enhanced when environments are personally controllable and predictable
(Karasek & Theorell, 1990). Environments that are too predictable and control-
lable, however, constrain opportunities for coping effectively with novel situations,
thus impeding growth (Aldwin & Stokols, 1988).

The social ecology model recognizes the oftentimes contradictory influences
of environments and persons. For example, a socially supportive family or orga-
nization may enable individuals to cope more effectively with physical constraints
(for example, overcrowding, drab surroundings). A well-designed physical envi-
ronment may not, however, spur much health promotion if interpersonal or in-
tergroup relations result in conflict and stress.

Research deriving from social ecology models focuses on characteristics of an
environment and differentiates health outcomes in terms of their severity, dura-
tion, and overall importance to individuals functioning in that setting. Research
designed to optimize or enhance environmental quality and human well-being is
central to these approaches.

Social Network Approach

The social network approach is consonant with the core concepts of the social ecol-
ogy model (Eng, 1993; Sheinfeld Gorin, 1997; Gotay & Wilson, 1998). Within the
context of nested systems—families, peer groups, organizations, and larger com-
munities—the individual creates a network of unique relationships within which
he or she exchanges with others emotional (for example, esteem, trust), appraisal
(for example, affirmation, social comparison), informational (for example, advice,
directives), and instrumental support (for example, money, time) (House, Landis,
& Umberson, 1988; House & Kahn, 1985). These support sources form the most
salient norms and values to which the individual responds and also form critical
information convoys, subsequently influencing an individual’s healthy behaviors.
Health care professionals may also influence health promotion, particularly screen-
ing and risk assessment decisions and behaviors; their behaviors are similarly in-
fluenced by the social norms of their referent group, particularly other influential
providers (Fox, Murata, & Stein, 1991; Lane & Brug, 1990; Ashford et al., 2000;
Mandelblatt & Yabroff, 1999).

The influence of social support on health is well established (Cohen & Syme,
1985; Stroebe & Stroebe, 1996); social support is linked to lower mortality (Berk-
man, 1985), greater resistance to communicable diseases (Cohen, 1988), lower
prevalence and incidence of coronary heart disease (Seeman & Syme, 1987), and
faster recovery from heart disease and heart surgery (Ruberman, Weinblatt, Gold-
berg, & Chaudhary, 1984). In general, individuals who have minimal psychoso-
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cial resources appear to be more prone to illness and mood disturbances when
faced with increased stress levels than do individuals with considerable social sup-
port (DeLongis, Folkman, & Lazarus, 1988).

There are two ways in which social support is posited to affect health (Cohen
& Syme, 1985; Cohen & Wills, 1985; Stroebe & Stroebe, 1996). The buffering hy-
pothesis argues that people benefit from social support only when they experi-
ence a stressful life event; the support leads them to experience a lesser degree of
stress in the face of a challenging situation. The direct effect hypothesis argues that
social relationships promote health and well-being regardless of the individual’s
stress level; the support allows the individual to feel secure in the knowledge that
help will be provided when and if necessary or it keeps him or her from feeling
lonely.

Social support is linked with the hedonic elements of positive psychology.
Through the stability, predictability, and control that it provides, social support
leads people to feel positively about themselves and their environment. These feel-
ings, in turn, motivate people to want to take care of themselves, interact more
positively with others, and demonstrate resilience in times of stress. Further, com-
pared with those who are dour, individuals who are happy find it easier to develop
a rich network of social support.

Although the preponderance of the evidence suggests that social networks
positively influence health-promoting behaviors, among some population sub-
groups social norms may discourage these behaviors (Sheinfeld Gorin, 1997). For
example, African American women may have social networks that are fearful of
orthodox medical care and thus not able to encourage them to engage in health
protective activities such as breast cancer screening (Burg & Seeman, 1994). Or,
as individuals receive information about unpleasant aspects of cancer screening—
pain, for example—from their friends and family members, they may reappraise
their screening intentions (Honda & Sheinfeld Gorin, 2005).

Positive Psychology Perspective

The study of the relationship between valued subjective experiences such as con-
tentment and satisfaction (in the past), hope and optimism (for the future), and
flow and happiness (in the present), as well as civic virtues at the group level—the
elements of a meaningful life—is called positive psychology (Seligman & Csikszent-
mihalyi, 2000, p. 6). The primary building block of positive psychology is the he-
donic quality of current experience (Kahneman, 1999, p. 6), that which makes
one moment “better” than another.

Positive emotion has been most fully studied in relation to physical health
(Salovey, Rothman, Detweiler, & Steward, 2000; Taylor, Kemeny, Reed, Bower, &
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Gruenewald, 2000), although the buffering function of resilience has been the
focus of mental health prevention research (Masten, 2001). Taylor et al.’s work
(2000) suggests that, although it is generally assumed that it is healthy to be rig-
orously objective about one’s situation (Peterson, 2000; Schwartz, 2000; Vaillant,
2000), unrealistically optimistic beliefs about the future can protect people from
illness, such as AIDS. The positive effects of optimism are mediated at the cog-
nitive level, with optimistic individuals more likely than others to practice habits
that enhance health and enlist social support.

In the face of life-threatening illnesses, positive illusions may be adaptive in
part because they help people to find meaning in the experience (Taylor, 1983).
Further, people who are optimistic and hopeful are actually more likely than oth-
ers to provide themselves with unfavorable information about their disease,
thereby preparing themselves to face up to diagnostic, treatment, and curative re-
alities (even though their positive outcome estimates may be inflated). It is also
possible that positive affective states, like happiness, may have a direct physiolog-
ical effect that retards the course of illness (Seligman & Csikszentmihalyi, 2000;
Salovey et al., 2000).

Many of the empirical studies derived from this approach offer considerable
promise for the practice of health promotion; yet a number of conceptual and
methodological challenges to the development of knowledge in this field remain.
Perhaps the most important near-term contribution of this approach is the recog-
nition that the health care professional can inspire hope in others. The health care
professional’s positive expectations (even when administering a placebo, a phar-
macologically inert substance that yields symptom relief in about 35 percent of
all patients; Hafen, Karren, Frandsen, & Smith, 1996) can have a concrete im-
pact on the health of the client (Salovey et al., 2000).

Social Marketing Model

Social marketing is a framework frequently used in designing, targeting, refining,
and implementing health promotion programs (Kotler & Roberto, 1989; Manoff,
1985). It adapts the approach used in commercial marketing to the arena of
health behavior. The marketing framework revolves around four P’s: product,
price, place, and promotion. The product is generally the program (for example,
weight reduction) and any attitudes, beliefs, ideas, additional behaviors, and prac-
tices connected with the program or the behavior (for example, health as a value).
Price refers to any psychological or social effort, opportunity, or monetary cost as-
sociated with the adoption and use of the product. Place is the distribution point
for the product (for example, an HMO). Promotion refers to the means of inform-
ing a target audience about the product and persuading them to use it (for ex-
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ample, videos, brochures, and television spots). A fifth variable is positioning, which
refers to the unique niche occupied by the product (for example, a weight reduc-
tion program for seniors). Finally, a sixth variable, politics, describes the social and
economic context (for example, the reimbursement policies for weight control
counseling) that can facilitate or hinder the marketing process.

Political Economy Approach

The assumption of the political economy model is that the activities of organi-
zations (as well as communities, groups, families, and individuals) are accounted
for by the political context (a structure of rule) and economic system (an orga-
nized means for producing and exchanging goods and services) in which they are
embedded (Sheinfeld Gorin & Weirich, 1995). Fundamental to the relationships
between organizations and their contexts is an exchange of resources, such as
money, persons, information, space, and social legitimacy (or reputation). These
exchanges create a set of political and economic interdependencies both within
the organization (among staff and workgroups) and within its context (its funders,
regulators, accreditors, and clients). An organization tends to be influenced by
those who hold the political and economic resources the organization needs. Thus
the organization attempts to satisfy the demands of a given outside (or inside)
group when that group holds a resource critical to organizational survival or has
discretion over organizational use of the resource and when few alternative
sources of that resource exist. For example, major accrediting organizations such
as the Joint Commission on Accreditation of Healthcare Organizations ( JCAHO)
can demand significant changes in an organization by withholding a desired recog-
nition or their “stamp of approval” (see Chapter Three).

Behavioral Model of Health Care Utilization

The behavioral model of utilization, developed by Andersen and Aday (1978), is
frequently used to analyze the factors associated with patient use of health care ser-
vices, to develop policies and programs to encourage appropriate use of services,
and to promote cost-effective care (Aday, 1993). This model has been quite influ-
ential as a conceptual base for the burgeoning field of health services research. It
suggests that health care use patterns at the individual level are influenced by pre-
disposing, enabling, and need-related factors as well as environmental conditions.

Individuals are predisposed to use health care services by their genetic in-
heritance, sociodemographic factors such as age, social structure elements such
as race or ethnicity, educational attainment, and knowledge of, beliefs about, or
attitudes toward the use of health care. Factors that may enable or impede use
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of health care services include family income, health insurance coverage, a
regular source of care, and travel and waiting times; at the community level they
include the location, size, and number of providers or health care facilities, as
well as provider characteristics such as gender and age (Phillips, Morrison,
Andersen, & Aday, 1998). The individual’s need for care may be influenced by
both perceived and evaluated illness (for example, both self-rated health status
and diagnosis).

Environmental variables such as health care delivery system characteristics,
factors external to that system, and community-level enabling factors influence
the individual’s predisposing, enabling, and need factors (Andersen & Newman,
1973). Health care delivery system characteristics include policies, resources, or-
ganization, and financial arrangements influencing the accessibility, availability,
and acceptability of medical care services (such as physician supply); these char-
acteristics also reflect the economic climate, relative wealth, politics, level of stress
and violence, and prevailing norms of the community.

PRECEDE-PROCEED Model

The PRECEDE-PROCEED model, developed by Lawrence Green (1974), was
originally intended to influence the planning of health education programs. Over
the past thirty years (and over 950 references to its use), the model has been ex-
panded to include policy, regulatory, and organizational constructs in educational
and environmental development that are generally regarded as central to the field
of health promotion. The model seeks to address the question: “How do we best
promote change in a powerful, coherent way?” (Best et al., 2003).

Health promotion planning proceeds in phases (Green & Kreuter, 1991,
2005), is ecological in orientation, and participatory in implementation. From the
start, the health promotion plan is designed to follow a sequence of steps that are
aligned with a logic model of causes and effects. In Phase I, the health care pro-
fessional conducts a social assessment of the quality of life experienced by those
whom the program might affect. For example, a program might focus on general
social problems of concern to individuals or communities, such as alienation (so-
cial detachment or separation) among adolescents. The professional then evalu-
ates specific health problems that appear to be contributing to the social problems
(for example, the incidence of substance abuse among adolescents). In Phase II
of the model, epidemiological, behavioral, and environmental assessment, spe-
cific behaviors that appear to be linked with the health problems are identified
(for example, the frequency and duration of use of several kinds of drugs and al-
cohol). Both (qualitative) community self-study, using, for example, focus groups
(Basch, 1987), and current, valid and reliable local epidemiologic data inform this
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step. (For detailed descriptions of common epidemiologic measures, see Gordis,
2000; Green & Kreuter, 2005, p. 90, also provide a simple comparison of these
measures for planning purposes.)

As in the behavioral model of health care utilization, in the PRECEDE-
PROCEED model, at Phase III, educational and ecological assessment, the health
care professional identifies predisposing and enabling factors. In addition, in the
PRECEDE-PROCEED model, because the focus is on those determinants of be-
havior over which educational and organizational strategy and policy could have
a direct influence, need is replaced with reinforcing factors, and sociodemographic
characteristics (such as gender) are removed from the predisposing influences on
behavior (in this example, substance abuse). Predisposing factors that affect an in-
dividual’s willingness to change include knowledge, attitudes, values, and percep-
tions, such as those identified previously and those discussed in relation to the
health belief model later in this chapter. Enabling factors that may facilitate or
present obstacles to change include the availability and accessibility of skills, re-
sources, and barriers that help or hinder the desired behavior; the PRECEDE
framework puts particular emphasis on barriers created by social forces or sys-
tems, such as insurance coverage, health care professional practices, and the lo-
cation of or access to treatment resources. Reinforcing factors refer to rewards
and feedback that are given to persons adopting and continuing a certain behav-
ior. Reinforcements could include social support, advice, and feedback by health
care providers, as well as images provided by the mass media. Proximal behav-
iors, or those that influence one’s own or immediate others’ health, are targets for
change, as well as more distal policy or organizational change (Green & Kreuter,
2005).

In Phase IV, administrative and policy assessment and intervention alignment,
the budgetary, personnel, and other resources; policies; abilities; and time neces-
sary to make the program a reality are inventoried and examined. In this exam-
ple, the health planner might link community members with funding sources to
establish a school-based brief treatment center. In Phase V, a program to combat
the problem is developed and implemented. While “evaluation is an integral and
continuous part of planning that is separably tied to measurable objectives gen-
erated from the beginning of the first steps of the process” (Green & Kreuter,
2005, p. 16) at Phase VI, formal process evaluation is conducted, followed by im-
pact and outcome evaluation in Phases VII and VIII. In this example the pro-
gram is evaluated (for example, by clients and community members, who are
provided with technical assistance from a university) as an integral and continu-
ing part of program planning; both the short-term program or community and
any longer-term societal effects are delineated (cf. Fawcet et al., 1995; Green &
Kreuter, 1991, 2005).
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Social Responsibility Model

The social responsibility model, so named because of the primacy attached to the
value of government intervention on behalf of health and the model’s focus on
health as an end rather than as a means, is best expressed in the work of several
British commissions (for example, the Black Report and the Acheson Report) and
in the writings of Downie, Fyfe, and Tannahill (1990). The definition of health
promotion in this model is expansive and assumes that health is a value to be pur-
sued in its own right.

At the microlevel, these reports and writings argue, individuals have a moral
duty to do what they can to improve their own health. Well-being is a value of its
own; positive pleasures accrue to the healthy. At the macrolevel, they contend,
health is a value that governments should promote and that access to health is a
fundamental right that government must implement. Their approach has influ-
enced recent WHO initiatives that view health as a multisectoral responsibility.

Life Course Models

Two general models are based on the concept of change over time: innovation
diffusion and the stages of change. Life course is an appropriate metaphor for the
patterns of change experienced by an individual, family, group, community, or
populations over time. Transitions are met by social and cultural constructions
around the meaning of health that change from one stage of life to another. For
example, parenthood may be seen as a time when individuals reflect on “having
no time” to keep healthy or physically fit (Backett & Davison, 1995, p. 635).

Demographics are also key to life course models. The relative proportions of
the various groups in society can have enormous effects on societal definitions of
health promotion and the value placed on them. This is evident in the demo-
graphic transitions developed nations are experiencing as a result of increases in
the numbers of elderly individuals and in their proportion relative to other mem-
bers of the population.

Health is a dynamic process that reflects cumulative experience and expres-
sion of genes over the life course (Susser & Terry, 2003). The framework high-
lights the influence of genetic, biological, behavioral, social, and economic
contexts on development over the life span of individuals and populations, as well
as intergenerational associations (Best et al., 2003; Halfon & Hochstein, 2002; In-
stitute of Medicine, 2001; Ben-Shlomo & Kuh, 2002).

Four life course concepts hold particular promise for understanding health
promotion. First, embedding, the process by which experiences are programmed
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into the structure and functioning of biological and behavioral systems (Hertz-
man, 1999; Best et al., 2003), suggests that there are critical and sensitive times to
influence change. Critical times are those periods in development when changes
are wholly or partially irreversible (for example, limb development in relation to
maternal thalidomide use; Lynch & Davey Smith, 2005). Sensitive periods are also
times of rapid change but there is more scope to modify or even reverse the
changes outside of the temporal window (Ben-Shlomo & Kuh, 2002). For exam-
ple, if exposure to human papillomavirus (HPV) through sexual intercourse oc-
curs at an earlier rather than later age, the risk of infection leading to cervical
cancer is increased (Munoz et al., 2003; Schiffman & Brinton, 1995).

Second, change over time is influenced by the net effect of risks and protec-
tive factors. Third, many early influences yield health outcomes later in life. The
importance of early intervention on lifetime health has long been an axiom for stu-
dents of human development. Fourth, it is important to examine changes over the
life span rather than the short term (Best et al., 2003). In an example of these three
points, historical cohort studies have found that through the influence of adverse
maternal environments (malnutrition; stress; exposure to tobacco, drugs, and al-
cohol) birth weight, placenta size, and weight gain in the first years of life are as-
sociated with cardiovascular disease and other chronic diseases such as diabetes
and hypertension in the fifth and sixth decades of life (Barker, 1998; Martyn,
Barker, & Osmond, 1996; Rich-Edwards et al., 1997). Cholesterol, blood pressure,
and overweight measured at young ages track, although imperfectly, into adult-
hood (Bao, Threefoot, Srinivasan, & Berenson, 1995; Kvaavik, Tell, & Klepp, 2003;
Lauer & Clarke, 1990; Mahoney, Lauer, Lee, & Clarke, 1991), increasing risks for
coronary heart disease, stroke, and type 2 diabetes. The age at smoking cessation
is key to reducing risk for coronary heart disease, chronic obstructive pulmonary
disease, and many cancers (detailed in Chapter Nine); risk declines fairly rapidly
after cessation (Doll, Peto, Boreham, & Sutherland, 2004; Kawachi et al., 1994;
Peto et al., 2000; Wannamethee, Shaper, Whincup, & Walker, 1995). More broadly,
Keating and Hertzman (1999) speculate that the fundamental processes, such as
neural sculpting, that affect brain and behavioral development interact with the
growing chaos in the lives of children and adolescents with long-term effects on
human capital and thus the wealth of nations. In short, this approach suggests that
health represents the outcome of a trajectory of development over the life course.

Innovation Diffusion Theory

The innovation diffusion theory addresses the contexts within which innovations
are adopted and used. Innovations—defined as new and qualitatively different ideas
over time—require some conceptual reorientation among participants (Delbecq,
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1978). Innovation adoption and use are influenced by three major factors: (1) the
innovation itself, (2) the environment, and (3) the client system. For example, some
clients may feel that the PACE exercise program described in Chapter Six is an
innovation. The characteristics of the innovation itself (for example, its triability,
relative advantage, observability, initial fit with the client’s needs, ability to be rein-
vented to match or be adapted to changing needs, and simplicity) may affect its
adoption and use. These characteristics emphasize the importance of tailoring an
innovation’s attributes to achieve its objectives.

According to innovation diffusion theory, one health care environment may
differ from another in its affluence, complexity, rate of change, extent of conflict,
and degree of cooperation—all of which influence the adoption and use of new
ideas and programs (for example, local political support encourages the adoption
of and use of health promotion programs, such as PACE). Finally, the client sys-
tem itself (for example, the HMO within which the PACE program operates) may
differ from that of other primary care settings in affluence; governance; structure;
age; size; complexity; mission; degree of vulnerability; orientation toward, sup-
port of, and rate of change; cooperativeness; power; and extent of control over
its members. These too affect the extent of adoption and use of innovations
(Sheinfeld Gorin & Weirich, 1995).

When new, a health promotion program may move through the stages of
adoption (from evaluation of the idea to initiation of the program to implemen-
tation and finally to routine use). Similarly, the use of a program may increase as
the program continues (or decrease as it fails) to influence understanding among
clients. Furthermore, persons exposed to a health promotion program may be
classified, on the basis of their innovativeness, as innovators, early adopters, early
majority, late majority, or late adopters. In community-based health promotion
programs, new ideas, which are often first reported by the mass media, are medi-
ated and modified through opinion leaders, who are often early adopters. The
majority of persons are then influenced through interpersonal contact with opin-
ion leaders, who are seen as credible sources of information. Collaboration among
these leaders assists in both interpreting the needs of communities exposed to
health promotion programs and encouraging the adoption of new ideas (Rogers,
1983). These leaders encourage adoption by eventually persuading the majority
of persons, which may occur earlier or later in the process of adoption.

The introduction of new behaviors that diffuse through a client system is
achieved by both mass and interpersonal communication. The success of mass
communication depends on five factors: the credibility of the source, the content
and design of the message, the delivery channel, the target audience, and the tar-
get behavior (McGuire, 1981). Persuasion refers to any type of social influence. For
persuasion to take place, a message must be conveyed, the person(s) must receive
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and comprehend the message and be convinced by it, the message must be re-
tained, and there must be behavioral manifestations that change has taken place.
The aim of persuasion is to introduce inconsistency in two related beliefs; that,
according to social adaptation theory, will lead to a reinterpretation of social re-
ality (Fincham, 1992).

Stages of Change

The stages of change, or transtheoretical, model is based on the assumption that
individuals move through a series of predictable stages when changing a behav-
ior, such as stopping smoking or beginning an exercise program. These changes
include the following stages (DiClemente, 1991; Prochaska & DiClemente, 1983;
Prochaska, Velicer, Guadagnoli, Rossi, & DiClemente, 1991):

1. Precontemplation (considering the change)
2. Contemplation (starting to think about initiating change)
3. Preparation (seriously thinking about the change within a given time period [for

example, the next six months] or taking early steps to change)
4. Action (making a change in or stopping the target behavior within a six-month

period)
5. Maintenance of change (maintaining the target behavior change for more than six

months; preventing relapse)

These stages are not necessarily linear. For example, the average smoker who
quits reports at least several and often many relapses before achieving maintained
abstinence (Fisher, Bishop, Goldmuntz, & Jacobs, 1988). The stages of change
model may, however, suggest intervention points for different individuals at var-
ied stages (Prochaska et al., 1991). In particular it has been used to explain smok-
ing cessation and physical activity changes in individuals, as well as beginning
cancer screening (Honda & Sheinfeld Gorin, 2006).

The mechanisms that drive movement through the stages are called the
processes of change (Prochaska & DiClemente, 1983). These processes draw heavily
on components of other models, such as the health belief model.

The transtheoretical model also addresses the general element of decision
making regarding adoption of a behavior, using a decisional balance approach.
Decisional balance compares the strength of the target behavior’s perceived pros
with that of the perceived cons. The relative weights persons assign to a behav-
ior’s pros and cons influences their decisions about behavioral change ( Janis &
Mann, 1977), such as continuing or ceasing to smoke.
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Health Attitude, Belief, and 
Behavioral Change Approaches

The following four major theories—the health belief model, the theory of planned
behavior, prospect theory, and social learning theory—along with their corollar-
ies and derivative models identify different health-promotive paths for individu-
als or groups. Each model posits a trajectory for change in attitudes, beliefs, or
behaviors.

Health Belief Model

The intention of one of the most prominent of these theories, the health belief
model (modified by Becker, 1986), was to determine why some persons who are
illness-free take actions to avoid illness, whereas others fail to take protective ac-
tions. Another aim of the health belief model was to predict the conditions under
which people would engage in simple preventive behaviors, such as immuniza-
tions. The model was founded on the work of Kurt Lewin, who understood that
the life space in which individuals live is composed of regions, some having a neg-
ative valence (one would seek to avoid), some a positive valence (one would seek
to approach), and some a neutral valence (one would neither seek to approach
nor avoid) (Lewin, Dembo, Festinger, & Sears, 1944).

The health belief model suggests that before an individual takes action, he or
she must decide that the behavior, whether it be smoking, eating fatty foods, or
engaging in unprotected sexual activity, creates a serious health problem; that he
or she is personally susceptible to this health harm; and that moderating or stop-
ping the behavior will be beneficial. The perceived barriers to undertaking a be-
havior are considered most salient to health-promotive efforts ( Janz & Becker,
1984). A person’s perceived susceptibility to a disease and perceived severity of
harm are based to a great extent on that person’s knowledge of the disease and
its potential outcome. Although the combination of perceived susceptibility to
harm and severity of harm provides the force for action and the perception of
high benefits and low barriers provides a course of action, it is the cues to action that
start the process of change (Rosenstock, 1974).

In an expansion of the health belief model, a separate construct of general
health motivation was added. Motives are viewed as dispositions within which in-
dividuals approach certain categories of positive incentives. For example, the de-
sire to maintain a state of good health is a component of health motivation
(Becker, Drachman, & Kirscht, 1974; Maiman & Becker, 1984; Curry & Emmons,
1994). In the last ten years the health belief model has subsumed the self-efficacy
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construct from social cognitive theory to better explain health behaviors (Rosen-
stock, Strecher, & Becker, 1988).

Protection Motivation Theory

Protection motivation theory uses health threats, or fear appeals, to change behav-
ior by highlighting the harmful personal consequences of health-damaging be-
haviors. For example, a program to encourage substance safety among teens might
use pictures of dead addicts under white sheets in the morgue and explicit warn-
ings against drug use. The model identifies two parallel processes in health behav-
ior change: (1) cognitive processes involving representation of the health threat and
the efficacy of available coping responses (for example, perceived risks of lung
cancer and health benefits of quitting smoking) and (2) emotional or affective
processes involving fear arousal (Orleans, Rotberg, Quade, & Lees, 1990; Velicer,
DiClemente, Prochaska, & Brandenburg, 1985). The more personally salient the
health risks are, the greater the motivational impact of the information. Empirical
tests of protection motivation theory further suggest that threat appeals, rather than
the emotional state of fear itself, strengthen long-sustained cognitive structures (that
is, beliefs in the severity of the danger), as fear declines rapidly (Rogers, Deckner,
& Mewborn, 1978). Generally, however, because of the difficulty of determining
the appropriate timing and dose of fear, the promotion of healthy alternative be-
haviors is more effective ( Job, 1988).

Cognitive-Social Health Information–Processing Model. The cognitive-social
health information–processing model (C-SHIP) (Miller, Shoda, & Hurley, 1996)
is a broad theoretical framework that incorporates both cognitive and affective re-
sponses to threats to health, primarily those responses related to cancer preven-
tion and control (Leventhal, Safer, & Panagis, 1983; Miller, 1995; Shoda et al.,
1998). According to the C-SHIP model, there are four distinctive cognitive-
emotional processes that underlie the information processing of cancer risk in-
formation: (1) individuals’ self-construals of their risk, including their knowledge
levels and perceived risk; (2) their expectancies about the benefits and limitations
of specific cancer-related actions; (3) their health values (for example, fatalistic at-
titudes about cancer); and (4) their cancer-specific emotional distress. A unique
contribution of the model for health promotion is its description of high monitors

(who scan for, and magnify, threatening cues) and low monitors (who distract from,
and downgrade, threatening information) (Miller, 1995). Counseling strategies
may be more effective when they are systematically tailored to the specific cogni-
tive and affective profiles of individuals as they engage in health-promoting be-
haviors such as cancer screening (Miller, Shoda, & Hurley, 1996).
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Theory of Planned Behavior

Ajzen and Fishbein (1980) developed the theory of reasoned action, later modi-
fied as the theory of planned behavior (TPB), which is a mathematical descrip-
tion of the relationship among beliefs (verbalized opinions), attitudes ( judgments
that a behavior is good or bad and that a person favors or is against performing
the behavior), and intentions in determining action. The theory postulates that
most volitional behavior can be predicted by beliefs, attitudes, and intentions;
therefore efforts to change behavior should be directed at an individual’s belief
system. By altering the beliefs’ underlying attitudes or norms, changes in behav-
ioral intentions, and subsequently in behavior, can also be induced (Ajzen & Fish-
bein, 1980). According to the TPB (Ajzen, 2002), perceived behavioral control,
even when not particularly realistic, can affect behavior indirectly by its impact
on intention.

First, the health care provider identifies and measures the behavior to be
changed. Once the behavior is defined, he or she may specify the determinants.
A person’s intention to perform (or not perform) a behavior is the immediate
determinant of the action. Second, the person’s intention is a function of two
other determinants: (a) the person’s attitude toward the behavior and (b) the per-
son’s subjective norm, or perception of the social pressures to perform or not per-
form the behavior in question (Ajzen & Fishbein, 1980). Individuals will intend to
perform a behavior, such as brushing their teeth, when they evaluate it positively
and when they believe that important others, such as parents, think they should
perform it. The relative weights of the attitudinal and normative factors may vary
from one person to another; thus one person may attach more weight to attitude;
another to normative influences.

Further, attitudes are a function of behavioral and normative beliefs, per-
ceived consequences of behavior, and the person’s evaluation of these. The social
or normative factor consists of the opinions of important referent individuals or
groups (such as parents or peers). The person’s motivation to comply with those
opinions reflects a sense of the consequences of conforming (or not).

Specificity of intentions is highlighted in this theory. An action, such as exer-
cising, is always performed with respect to a given target (for example, walking
rather than running), in a particular context (for example, at work), and at a given
time (for example, during lunch) (Ajzen & Fishbein, 1980). The theory also con-
siders external variables (for example, access to family planning services for women
using birth control) as influencing a person’s beliefs or the relative importance a
person attaches to attitudinal and normative considerations. Finally, the individual
controls the relationship between the intention to act and the behavior. In a clas-
sic example, if a female maintains a positive attitude toward using birth control
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pills, is supported by a set of family and community norms supporting the use of
contraception, and intends to use birth control pills, ultimately she will use them
(Fishbein, Jaccard, Davidson, Ajzen, & Loken, 1980).

Prospect Theory

Prospect theory is a descriptive model that accounts for choice and decision-
making strategies under conditions of risk (Kahneman & Tversky, 1984). The
assumptions of the theory are threefold. First, risk decisions are influenced by sub-
jective evaluations of relative gains and losses, as opposed to objective evaluations
of absolute outcomes. Second, persons tend to make risk-averse choices for sure
gain and to make risk-seeking choices for a gamble over a sure loss. Third, the the-
ory states that the degree to which a choice (or behavior) is seen as a gain or a loss
can vary depending on how the consequences of the behavior are presented, or
framed (Curry & Emmons, 1994, p. 309).

When behavioral choices involve some risk or uncertainty, individuals will be
more likely to take these risks when information is framed in terms of relative dis-
advantages (that is, losses or costs) of the outcomes. When behavioral choices in-
volve little risk or uncertainty, individuals prefer options for which information is
framed by relative advantages (that is, gains or benefits). Choosing to perform pre-
vention behaviors (for example, wearing a condom) is a risk-averse option for
maintaining good health; these behaviors should be promoted with gain-framed
messages. For example, “using a condom during sexual intercourse can help to
keep you healthy” (Salovey & Williams-Piehota, 2004). Behaviors involving an un-
certain, potentially negative outcome (that is, risk), including detection behavior
for HIV among asymptomatic or low-risk individuals, should be promoted with
loss-framed messages. For example, “failing to use a condom during sexual inter-
course exposes you to various sexually transmitted diseases such as HIV/AIDS”
(Salovey & Williams-Piehota, 2004). Prospect theory has been applied to breast
cancer screening, sunscreen use, HIV testing, condom use, and dental mouth
washes. These approaches are distinguished from the fear appeals of protection
motivation theory that do not frame messages by the salience of the risk.

Social Learning Theory

Social learning theory holds that behavior is determined by expectancies and in-
centives. Two approaches reflect this general theory: stimulus response theory and
social cognitive theory. The role of cognition separates these two models. In so-
cial cognitive theory, expectancies are cognitive, or developed in the mind of the
individual. Cognitive expectations (for example, feeling capable of stopping)
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influence the conduct of a behavior (for example, stopping smoking). In stimulus
response theory, cognitive mediators are not present.

Stimulus Response Theory. Stimulus response theory rests on the belief that
learning results from events (called reinforcements or consequences of behavior)
that reduce physiological drives (for example, tension or anxiety) that activate be-
havior. Behavioral analysis relies on classic operant conditioning techniques. It in-
volves objective definitions of the actions to be changed, measurable procedures
for change, and an emphasis on antecedent and consequent events to change be-
havior. Over time, individuals may be conditioned to respond to cues in their en-
vironment by associating behaviors with them (for example, associating smoking
with a stimulus such as a cup of coffee in the morning). To extinguish such con-
ditioned responses, the individual must be exposed to the conditioned stimulus
(for example, the coffee) without presentation of the unconditioned stimulus (for
example, a cigarette) (Rachlin, 1991).

Similarly, several other principles of behavioral analysis (for example, the use
of contingency management, feedback and goal setting, sharing and successive
approximation, modeling, and prompting) may be applied successfully to en-
courage healthy behaviors. Contingency management involves a system of at-
taching rewards (for example, praise) to goal attainment (for example, losing
weight). The initiation and maintenance of behavioral change may be accom-
plished by providing feedback and rewards so that the positive behavior itself be-
comes reinforcing. For example, healthy eating practices may be reinforced by
teaching individuals to prepare appealing, simple, and quick meals (Kelly et al.,
1992). The likelihood of the behavior itself becoming reinforcing is increased
when successive approximations (intermediate goals) are used with shaping tac-
tics (Kazdin, 1994). In these procedures, individuals performing behaviors that
are within their repertoires take the next step on a goal attainment gradient, with
each (subgoal) behavior having a higher likelihood of being reinforced. Programs
teaching dieters how to lose weight begin with a low-fat variation of a meal diet-
ers usually enjoy (such as vegetarian, rather than cheese, pizza). Further, such pro-
grams make strategic use of models, such as successful program graduates.

Social Cognitive Theory. Social cognitive theory developed from the stimulus re-
sponse and earlier classical conditioning theories and extends its central concepts.
The cornerstone of the model is the reciprocal determinism between cognition, be-
havior, and environment (Bandura, 1986, p. 22). Rather than focusing on the au-
tomatic shaping of behavior by environmental forces, social cognitive theory
emphasizes the importance of intervening thought processes (for example, infor-
mation acquisition, storage, and retrieval) and the importance of self-control for
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the performance of behavior. Most learning occurs through modeling, such as
watching others prepare and eat meals, rather than trial and error. These vicarious
and symbolic learning processes are affected by social influences. Self-regulatory
processes, including self-generated inducements and consequences (for example,
telling oneself to exercise daily so that one can climb a flight of stairs more eas-
ily) are highlighted in the theory. Social cognitive theory posits that the social en-
vironment, through the mechanism of social norms, affects a person’s cognition
and behavior.

Self-efficacy is a central concept in the application of social cognitive theory
to health promotion. According to social cognitive theory (Bandura, 1986), both
outcome and efficacy expectations are critical to behavioral change, such as mod-
ifying a diet. An outcome expectation is one’s estimate that a given behavior (such
as wearing the nicotine patch) can produce a given outcome, such as maintenance
of smoking cessation. Self-efficacy is the conviction that one can execute this be-
havior successfully. Individuals high in self-efficacy, or more confident of their abil-
ity to maintain behavioral changes (for example, smoking cessation or ideal
weight), will attempt to execute it more readily, with greater intensity, and with
greater perseverance in response to initial failure than will individuals with com-
paratively lower self-efficacy (Baer & Lichtenstein, 1988; Devins, 1992).

Social cognitive theory posits that change occurs in phases: (1) promotion and
motivation of persons toward changing a target behavior; (2) skills training so that
individuals can acquire specific behavioral change skills; (3) development of sup-
port networks so that a new behavior can be maintained; (4) maintenance of the
behavior through reinforcement; and (5) generalization to all levels of interaction,
from the family to the community (Lefebvre, Lasater, Carleton, & Peterson, 1987).

Self-efficacy has been distinguished from locus of control, a similar concept.
Locus of control is a generalized concept about the self, whereas self-efficacy is
situation-specific (that is, it is focused on one’s beliefs about one’s personal abili-
ties in specific settings).

Overlapping Constructs in the Theory of Planned Behavior, Social Cognition
Theory, and the Stages of Change Model. Several theories and models discussed
so far have some overlapping constructs, suggesting the need for a more parsi-
monious understanding of the social psychological pathways by which beliefs, at-
titudes, values, and cognitions affect behavioral change. Perceived behavioral
control, a feature of the theory of planned behavior, is considered conceptually
similar to self-efficacy (Ajzen, 1991, 2002), also a concept in the stages of change
(or transtheoretical) model and social cognitive theory. It may be that the nature of
the influence of intention and the nature of the influence of stage of change on
behavior are similar. Given that self-efficacy refers to “beliefs in one’s capabilities to
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organize and execute the course of action required to produce given levels of at-
tainment” (Bandura, 1998, p. 624), both perceived behavioral control and self-
efficacy are similarly concerned with one’s perceived ability to perform a sequence
of behaviors (Ajzen, 2002). Further, pros and cons in the stages of change model
are considered conceptually similar to the behavioral beliefs that shape attitude
toward a behavior in the theory of planned behavior (Ajzen, 1991).

Health Promotion Matrix

A novel, as yet untested theory-based practice model for health promotion, the
health promotion matrix (HPM) (Sheinfeld Gorin & Arnold, 1998; see Figure 2.1),
provides an organizing framework for assessing client systems and guiding them
toward health. The matrix equips the health care professional with an under-
standing of the client’s images of health, a means for working with those images,
and specific behaviors with which the professional and client may work. It gives
the professional a means for understanding the client’s view of health and a blue-
print for maximizing health-promotive behaviors within varied contexts. Through
the use of the matrix, the health care professional can assist the individual to mod-
ify his or her behavior, engage a group or family in altering a pattern of actions,
or enlist the support of a community in changing health care policies.

At the core of the matrix is the notion of a health image. A health image is a
picture, or concept, of health in the client’s mind. The image is the client’s rep-
resentation of health, and as such, can serve as a motivating force for change.
Health care professionals may examine the client’s image of health from two per-
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spectives: first, from the client’s idealized picture of personal health and, second,
relative to the client’s current health. These two perspectives can then be juxta-
posed in a dynamic comparison to reveal the discrepancies, or gaps, between them.
Ultimately, the client’s current health status will be altered through the adoption
of health-promotive activities necessary to better realize the idealized picture.

The HPM is a multicomponent model, along whose dimensions, client sys-
tems, and positive, or healthy, behaviors (discussed in Chapters Five through Fif-
teen) each client may be located. To some extent all the models of change
described earlier in this chapter form the basis for the HPM. Applied as part of
the clinical process, the matrix assists health care professionals to individualize
client care by identifying clients’ unique health images, strengths, and capabilities
and to focus on specific behaviors appropriate to each client’s need. Further, the
matrix assumes a reorientation of the health care professional’s thinking toward
the multiplicity of forces—biological, psychological, social, political, economic,
cultural, and spiritual—impinging on clients as they begin the change process
(Butterfield, 1990).

An intervention using the health promotion matrix involves the following five
processes.

Image Creation

The concept of the health image is unique to this model. Entry into the HPM be-
gins with the client picturing, or creating, an idealized image of health; it is the
client’s snapshot of his or her desired self. These images are often rich and varied
and may emphasize the totality of being. The health care professional assists the
client in clarifying or detailing his or her definition of health and the relative value
health holds for him or her. In conjunction with the health care professional, the
client crystallizes a positive and holistic image of health, one that is less encumbered
by barriers and obstacles that he or she may have encountered in the past. This
image becomes the aim of all subsequent intervention efforts.

For example, to assist the client in trying to create an image of himself or her-
self as a healthy person, the health care professional may ask the following: What
do you see if you try to picture yourself as healthy? What would you like to be?
or, How would you like to see yourself in relation to health? Questions such as
these assist the client in visualizing an image of himself or herself as healthy. The
sketch of one’s healthy self may be made on paper or described verbally and may
require more than one session to complete. The more specific and detailed the
image, the more the health care professional can assist the client during image ap-
praisal in recognizing what steps may be taken to achieve change.
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Image Appraisal

During image appraisal the health care professional and the client define the
client’s current health status. As the health care professional and the client begin
to examine the client’s idealized view of health relative to the client’s present state,
a gap often emerges.

Beginning with an attempt to determine the client’s motivation for change,
the health care professional may ask about any change attempts, with questions
such as these: Have you ever made any changes in yourself or your behavior?
When did you make those changes? and, Were you able to sustain those changes?
To assist the client in identifying the gap between the image and present health
practices (in relation to the positive health behaviors described in Chapters Five
through Fifteen), the health care professional may direct a series of queries to the
client, starting with, for example: How do you feel about being a cigarette smoker?
or, more specifically, Do you have a car seat for your baby? The image appraisal
step often ends with the health care professional asking the client about changing
present health practices to match those of the idealized image, with a question
such as, Are you interested in an educational program about taking care of your
teeth during pregnancy? Once the gap has been identified and, often, a commit-
ment to change made, both client and professional begin the next steps in the
process of change.

Minimize Health-Depleting Patterns

The health care professional may now assist the client in identifying depleting and
supporting behaviors for one or more of the healthy behaviors. The matrix en-
ables the client, in conjunction with the health care professional, to analyze pat-
terns that are either health depleting or health promotive and to begin to change
them. Often this proceeds in a problem-solving manner, moving from assessing
the issues to developing choices, outlining alternatives, and evaluating each one,
and then deciding on the optimal course of action.

Because the client may need assistance in altering a number of behaviors to
narrow the gap between the ideal and the actual state, this process may take place
over an extended time period. Together, the health care professional and the client
prioritize the intervention areas.

To understand the depleting behaviors the health care professional may ask
the client to list behaviors that are damaging, such as eating a high-fat, high-sugar
diet or failing to engage in behaviors known to protect health, such as wearing a
seat belt while driving. Barriers to behavioral change may rest in physiological
forces, such as a craving; psychological attitudes, beliefs, or intentions toward
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change; social and cultural norms or patterns supporting certain behaviors; or
economic, political, or spiritual factors. Lack of accessibility, few community re-
sources, limited motivation to change, family members who support less healthy
eating patterns, and a stressful job are examples of barriers that may prevent the
client from taking the first step toward change. The health care professional seeks
to specify the techniques or tools that may assist the client to change.

Optimize Health-Supportive Patterns

Optimizing supportive behaviors involves recognizing efforts toward undertaking
healthy practices. Often clients are given recognition only when a health goal is
reached, as though health itself were a static and absolute state of being. A client
who envisions a healthy ideal of weighing fifty pounds less than his or her present
weight could, however, receive praise and encouragement for every effort made
toward altering eating patterns, regularly monitoring his or her weight, or re-
defining the meaning and purpose food holds in his or her life. Every instance of
success is then recognized as a gain, and the client is rewarded with support and
encouragement by the health care professional. Similarly, the health care profes-
sional and the client may identify other health-promotive beliefs, attitudes, and be-
haviors in which the client already engages. For example, a client may wear a seat
belt on a regular basis, a family may join together for a balanced meal at least once
a day, or a community may lobby for additional bike paths—all of which are health
promotive and have the potential to optimize health. These positive health actions
provide the energy necessary to contend with depleting behaviors (that is, to con-
tinue the process of change).

Internalize the Idealized Image

At this point in the change process the client has begun to close the gap between
the idealized image and his or her real health status. The health care professional
now assists the client to strive for greater consistency in daily actions relative to
the pictured image of health. These new patterns no longer require constant sur-
veillance. The no-longer-idealized-but-realized behaviors become part of the
client’s health status.

The health care professional continues to praise the client for the changed
behaviors but also reviews the plan for further modifications so that the behaviors
might be maintained indefinitely. Any problems with the intervention are noted,
and supports are bolstered. The health care professional asks the client how she
or he may be of further help and reaffirms the client’s plan (for example, to re-
main at a healthy weight) for a specific length of time (for example, six months).
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The health care professional’s intent is to stabilize the altered health behaviors.
As one set of behaviors is changed the health care professional and the client may
review the idealized image of health and the new present state, using the HPM,
to determine the next starting point for change.

The process of moving from image creation and image appraisal, through
minimizing depleting patterns and optimizing supportive patterns, toward inter-
nalizing an idealized image of health is repetitive, involving reevaluations and re-
formulations of intervention foci. With the continued support of the health care
professional, the client needs to periodically formulate alternative strategies to
move again toward an idealized image of health. In addition, as a client grows
and develops, his or her ideals could change. It is also possible that a client might
never reach the idealized state; nonetheless the client may find success in the adop-
tion of some health-sustaining patterns. The health care professional encounters
clients in a multitude of states and contexts; the potential for supporting, protect-
ing, and enhancing health is always a challenge.

Spirituality as a Health Promotion Construct

Many popular books, newspaper articles, and radio and television programs have
been devoted to the concept of spirituality. Historically, spirituality, known as spir-

itualism, has been found within the purview of religion and has been fostered by
religious groups and institutions. More recently, as some persons are returning 
to religious institutions to renew their spiritual sense, others are redefining their
connections to traditional religions to create a spiritual dimension. Within the con-
text of religion, spirituality may be defined as follows: “The spiritual core is the
deepest center of the person. It is here that the person is open to the transcendent
dimension; it is here that the person experiences ultimate reality. [Spirituality] ex-
plores the discovery of this core, the dynamics of its development, and its jour-
ney to the ultimate goal. It deals with prayer, spiritual direction, the various maps
of the spiritual journey, and the methods of advancement in the spiritual ascent”
(Cousins, 1987, p. x).

Spiritual support for health promotion may be defined as perceived support
from a higher power (or powers), a sense of self-love, or a sense of connectedness
to others in the experience of being human. Spirituality may be manifest in an
individual’s beliefs (for example, in a higher power or in the power of self-love),
rituals (for example, setting out candles for dead relatives), or other practices (for
example, attending a synagogue, church, or other religious institution; praying;
meditating; or challenging injustice).
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Several interventions that explicitly use spirituality to promote health are found
in the health promotion field; they include therapeutic touch (laying-on of hands), di-
rected healing (by healers), distant healing (intercessory prayer), and spiritism (es-
piritismo, a healing system used with the aid of a spiritist). To bring the body, mind,
and spirit together, meditation (the attempt to achieve awareness without thought)
is often practiced. Mindfulness, a moment-to-moment, nonjudgmental awareness,
in the Zen tradition often obtained through meditation, has been applied to stress
reduction, cognitive therapy, and eating interventions (Kabat-Zinn, 2005).

At present spirituality is considered a construct, or a mental image, rather
than a fully developed model. It has been posited as a process through which hope
affects health, for example. Two recent studies have demonstrated a more direct
effect, however, showing that attendance at religious services is associated with re-
duced mortality (Hummer, Rogers, Nam, & Ellison, 1999; Oman & Reed, 1998).
To form a model of spirituality in health promotion, more operational measures
of the concept are necessary, and interventions designed to assess spirituality must
be rigorously evaluated. The use of prayer in the practice of health care has been
criticized as trivializing religion, however (Sloan et al., 2000). Yet health promo-
tion practice often moves ahead of the evidence. For example, the American Col-
lege of Physicians recently suggested four simple questions designed to elicit a
spiritual history, with which health care professionals might ask seriously ill patients
about their faith (Koening, 2000).

Empowerment and Community Capacity-Building: 
Cross-Cutting Constructs

The concepts of empowerment and community capacity-building, as central
foundations of community health promotion, in addition to the development of
evidence-based interventions and outcomes as described later in this chapter, tra-
verse all the models. Both implement the principle of equity advanced in the
World Health Organization agenda. Values, such as equity, are fundamental to
these two constructs; to value something is to choose it for its own sake in prefer-
ence to other alternatives.

Empowerment

Empowerment is a term with considerable weight and contested meanings. One’s
health is significantly affected by the extent to which one feels control or mastery
over one’s life or by the amount of power or powerlessness one feels (Wallerstein,
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1992). From a political perspective, if health is seen as a resource, health promo-
tion implies advocacy for its equitable distribution. At the core of empowerment
is power, which is found in the process of increasing personal, interpersonal, or
political exchanges (Gutiérrez, 1990). Community empowerment approaches
value the process, rather than necessarily evidence-based interventions and out-
comes or the structure of communities (Best et al., 2003).

A set of moral values underpins the empowerment construct in health pro-
motion. Moral values may be defined as the “humanly caused benefits that human
beings provide to others. . . . By way of illustration, we may say that love and jus-
tice are moral goods” (Kekes, 1993, p. 44). Moral values at the base of the em-
powerment construct include promoting human diversity (promoting respect and
appreciation for diverse social entities) and self-determination (promoting the abil-
ity of clients to pursue their chosen goals without excessive frustration and in con-
sideration of other persons’ needs) for individuals and marginalized groups,
especially communities.

The concept embodies the larger political aspects of power. “Empowerment
theory is based on a conflict model that assumes that a society consists of separate
groups possessing different levels of power and control over resources” (Gutiérrez,
1990, p. 150). Questions of power are key to empowerment (for example, Who has
more power in a relationship? Are there attempts to share power?). Empowerment
is thus attentive to rights and entitlements in relationships and to personal control
over exchanges. Further, empowerment exists along a continuum—from personal
power through community organization to political action (Labonte, 1986)—and
implies potential conflict among differing views and interests.

Within the empowerment model of health promotion, however, Becker (1986)
cautions that health may become a moral imperative. The pursuit of health may
become more important than the pursuit of any other values, including distribu-
tive justice (Rawls, 1971). Health could become more important as a value than
seeking opportunities for the more vulnerable members of society to attain it.

Community Capacity-Building

Community, although an evolving concept subject to numerous interpretations,
may be defined concretely as “a group of people living in the same defined area
sharing the same basic values and organization,” or abstractly as “a group of peo-
ple sharing the same basic interests” (Rifkin, Muller, & Bichman, 1988, p. 933).

McKnight (1986) highlights the sense of connectedness among members of
a community in describing its characteristics: (1) capacity- rather than deficiency-
oriented; (2) informal; (3) rich in stories that “allow people to reach back into their
common history and their individual experience for knowledge about truth and
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direction for the future”; and (4) incorporating celebration, tragedy, and fallibil-
ity “into the life of the community” (p. 58).

The emphasis health promotion puts on the community is explicitly political,
in that the community becomes a mediating structure between the domain of in-
dividuals’ everyday life (microlevel) and the larger social, political, and economic
context within which individuals live (macrolevel). Capacity is built as communi-
ties increase their abilities to participate in economic and political decisions,
thereby enhancing health at the macrolevel (McKnight, 1990). Therefore com-
munity health promotion often stresses the importance of structures and effective
governance, service integration, efficiency and accountability, and information
and management systems (Best et al., 2003).

Health care professionals must consider under what conditions individuals
should sacrifice their personal uniqueness for the good of the community as well
as how many resources the community should provide to promote the health of
a few. Further, it is important that as communities become more responsible for
health promotion and confront complex, often multisectoral problems, such as
mental illness, the broader health services continue to support them both politi-
cally and economically.

Evidence for the Effectiveness of Health Promotion

The development of evidence for the effectiveness of health promotion has be-
come more important as the push for evidence-based practice in medicine, nurs-
ing, and other health professions has grown (see Chapter Three for more
discussion of this topic). Evidence can be considered a fact or datum that is used,
or could be used, in making a decision or judgment or in solving a problem.
Such evidence, when used alongside good reasoning and principles of valua-
tion, answers the question why (Butcher, 1998). Some consider evidence a cul-
turally or geographically biased notion, borne of logical positivism, as delineated
by such philosophers as Bertrand Russell and Ludwig Wittgenstein. In the philo-
sophical tradition of logical positivism, meaning is verifiable only through rig-
orous observation and experiment. The randomized clinical trial and the
quasi-experiment rest within this tradition. Anthropology and some branches
of sociology have alternative approaches to assessing evidence and the effec-
tiveness of interventions (see the section “Evaluation as Social Research” later
in this chapter) that some feel are more relevant to health promotion in non-
Western countries.

Health promotion is eclectic, multidisciplinary, and practice oriented. Many
of its principal activities relate to advocacy, partnerships, and coalition building,
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functions that require more art than science; effectiveness studies may fail to cap-
ture the holistic focus of many health promotion activities (McQueen, 2001). Yet
practitioners and advocates of health promotion need to demonstrate that health
promotion is a field with tangible benefits to offer the public.

A key challenge in health promotion is to foster and develop high-quality, widely
recognized and acceptable standards for evidence-based evaluation. Several ap-
proaches to developing evidence for the effectiveness of health promotion are de-
scribed in detail in Chapter Three, including the work of the U.S. Preventive
Services Task Force and the Task Force on Community Preventive Services. These
efforts have been joined by those of the International Union for Health Promotion
and Education (IUHPE), an advisory group that produced an influential report for
the European Commission on the evidence of health promotion effectiveness
(IUHPE, 1999). Finally, evidence of economic benefits from health promotion are
important to many of these advisory groups; cost-effectiveness evaluation is de-
scribed further in Chapter Sixteen. In this chapter the program evaluation approach
is applied to the development of evidence for the effectiveness of health promotion.

Approaches to Building Evidence for 
Health Promotion: Program Evaluation

Program evaluation, or evaluation research, is the systematic application of social
research procedures for assessing the conceptualization, design, implementation,
and utility of social intervention and human service programs (Rossi & Freeman,
1993). Program evaluation generally is used for assessing program effectiveness
and efficiency, for improving program and service delivery, and for guiding re-
source allocation and policy development.

The program evaluation process is shaped in part by a program’s goals and
is embedded in a definition of health promotion and a unique concept of health.
To move from a concept of health to a theory of health promotion and finally to
a test of one or more aspects of that model in an operating program, one must
be able to measure key constructs.

Health may be measured subjectively (from the person’s or community’s own
experience or sense of feeling well, in touch, or empowered). Yet health may also be
measured objectively (for example, by measuring resting heart rate or muscular
strength). The data derived from interviews with clients or listening to their sto-
ries may be combined with data obtained from physical measures of client phys-
iological functioning, observations of client behavior, or psychometrically sound
assessments of clients’ attitudes, beliefs, and behaviors. Qualitative and quantita-
tive measures may together refine a more perfect picture of health.
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The experience of health may vary both within and among clients. Yet con-
sensus has developed around the use of several general instruments to measure
health-related quality of life. One of the more widely used and translated instru-
ments, now considered a “classic,” the Short Form Health Survey (SF-36), ad-
dresses six factors: physical, social, and role abilities; general mental health; general
health perceptions; and symptoms (Fylkesnes & Forde, 1992; McHorney, Ware,
& Raczek, 1993; Ware & Sherbourne, 1992). The instrument is composed of a
series of questions, is easy to administer, and is comprehensible. Its psychometric,
or measurement, properties are known and highly regarded.

Program evaluation, as an assessment of the processes and effects of a health
promotion program or its components, begins with setting an evaluation agenda,
including examining health promotion models and the program focus and design.
The agenda generally is set in consideration of or in conjunction with those who
will use the research and those who will be affected by it. Next, the research is for-
mulated, planned, and implemented. As with other forms of social research, this
process is systematic to ensure maximal construct validity (a strong relationship
between the constructs and their measures) and reliability (constancy or consis-
tency of measures over time, place, and person). Finally, the results are dissemi-
nated so that they may be used for program change. Generally, the findings are
shared with key decision makers or client groups, or both.

Within this general framework the health care professional may adopt one of
the following four main models of evaluation, each of which implies a different
understanding of the relationship between the program and its stakeholders (those
with an interest in the program’s processes and effects). The four models are eval-
uation as synonymous with applied research; evaluation as part of systems man-
agement, as an aid to program administration; evaluation as professional judgment;
and evaluation as politics (Smith & Glass, 1987). Each is discussed in turn.

Evaluation as Social Research

The first model considers evaluation a form of social research, with the con-
comitant use of the scientific method, either in the positivist or a constructivist
tradition. The positivist scientific tradition assumes relationships within causal
models. For example, the impacts of an intervention to reduce smoking among
adolescents (the cause) are assessed relative to the effects on quit rates. Program
goals are well specified and measurable. Rigorously designed comparative studies,
true field experiments, randomized clinical trials, and quasi-experiments are im-
plemented. Methodological rigor, including both internal validity—in testing for
causality—and external validity—or the generalizability of the evaluation—is crit-
ical. The evaluation is primarily summative (conducted at the outcome of the
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effort), comparative, and quantitative. Program success is judged relative to a com-
parison group in an experimentally controlled setting.

Ideally, the program evaluator working in the experimental tradition seeks to
recruit as homogeneous a population as possible, to systematically administer a
well-defined protocol to participants, to randomize the participants to their test
or placebo condition, to blind the researchers and the participants to condition(s),
and to reduce participant attrition. By so doing, the program evaluator may un-
derstand efficacy—that is, the benefit that a program (for example, a mass media,
legislative, and taxation campaign for smoking cessation) or its component inter-
ventions (for example, a mass media message) produces under ideal conditions,
often using carefully defined participants in a research setting. Pragmatic trials,
however, generally measure effectiveness or the benefit the program or the
intervention produces in routine clinical practice (Roland & Torgerson, 1998,
p. 285). They compare new approaches to the best current program or interven-
tion and may administer different protocols to participants and assess a full range
of health gains, for example, a reduction in stroke or an improvement of quality
of life rather than just a reduction of blood pressure.

By contrast, the constructivist tradition, as part of ethnomethodology, focuses
on persons’ lived experiences, with those experiences understood as being located
in a particular sociohistorical context. In this methodology the evaluator is a re-
search instrument himself or herself and produces a type of narrative, text, or
case report for the evaluation (Schwandt, 1990). For example, in a study of pro-
grams to increase community empowerment, the evaluator might use focus
groups, intensive interviewing, and case studies. Program evaluators might also
use content analysis, the systematic independent reading of a body of texts, im-
ages, and symbolic matter. The evaluator is seeking to understand multiple dis-
courses on how people experience becoming healthy (Labonte & Robertson, 1996;
Marlett, 1994). The evaluation may be either formative (providing information
before the program is complete) or summative and qualitative.

Ideally, rigorous criteria for the systematic collection and interpretation of data
collected using qualitative methods are applied, including a conceptual model that
allows comparisons and contrasts, unitizing (relying on unitizing schemes—in con-
text analysis, systematically distinguishing segments of texts; Krippendorff, 2004);
purposive sampling of the population or the texts; recording or coding based on
instructions; reducing data to manageable representations and summarizing or
simplifying them; abductively inferring contextual phenomena (in content analy-
sis, bridging the gap between descriptive accounts of text and what they refer to,
entail, provoke, or cause; Krippendorff, 2004) or inferring constructs from the data;
and narrating the answer to the research question. In accepting the results of qual-
itative analyses, rather than reliability and validity as criteria, trustworthiness, cred-
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ibility, transferability, embodiment, accountability, reflexivity, and emancipatory
aims have been advanced as alternatives (Denzin & Lincoln, 2000, p. 13).

Program success is also judged by criteria developed by the stakeholders or
relative to other similar programs.

Evaluation as a Contributor to Systems Management

The second model incorporates evaluation into systems management, with the
organization being viewed as an interrelated set of inputs, processes, and outputs.
The evaluator describes these system parts and relates them to each other, rela-
tive to the stated goals. The program manager can then make decisions to regulate
and improve the functions of the system. Research methods include program au-
dits, performance appraisals, cost analyses, client satisfaction surveys, and con-
tinuous quality improvement programs. The evaluator is interested in the level of
attainment on performance indicators of the given goals and in discrepancies be-
tween the stated objectives and performance (Thompson, 1992). The evaluation
tends to be formative, in that information is conveyed to program administrators
during the assessment process and is designed to be produced in a technically pro-
ficient manner.

Evaluation as Professional Judgment

A third model, evaluation as professional judgment, considers experts to be the ap-
propriate persons to make judgments about the quality of a program. This model
is found in accreditation approaches and assumes that peer review is objective, re-
liable, and valid. The experts’ methods include direct observation, often using check-
lists and interviews with clients. Of late these approaches have been integrated with
evidence-based (using social research methods) standards of practice. The experts
judge the program data against established standards, and program administrators
and others in the profession generally are the audience for the evaluation. Other
groups with an interest in the evaluation are generally not considered.

Evaluation as Politics

Evaluation as politics, the fourth general model, highlights the proposition that eval-
uation and politics are inextricably intertwined. Evaluation studies are not directed
simply toward one decision maker but toward all major stakeholders who play a role
in maintaining, modifying, or eliminating the program. In the evaluation-as-politics
approach each program has stakeholders and active partisans competing with each
other for a greater share of authority over resources and social affairs. “At every
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stage, evaluation is only one ingredient in an inherently political process” (Rossi
& Freeman, 1993, p. 417). The model uses a variety of methodological ap-
proaches, from controlled experiments to naturalistic case studies. Different re-
ports or presentations are prepared for different audiences. The credible
evaluation report is comprehensible, correct, complete, and reasonable to parti-
sans on all sides (Cronbach, 1982).

Summary

The numerous health promotion models explored in this chapter differ in their
view of health, the outcome they wish to describe or explain. Each varies in its
intended target, whether micro (individuals, groups, families) or macro (commu-
nities or populations). Further, the moral values implied by the cross-cutting con-
structs of empowerment and community capacity-building suggest different uses
of these theoretical approaches. Each question asked about the process and out-
come of health promotion calls for evidence, born of varied evaluation models
and measurement approaches.
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67

Health promotion between the client and the health care professional emerges
in a context of policies, influential groups, and monetary exchanges. Healthy

public policy provides the overall framework in which health promotion can occur.
Public policy is established when government authorities and particular social
groups define their intentions to influence the behavior of citizens by the use of
positive or negative sanctions (Lowi, 1972; Mayer & Greenwood, 1980). Public
policy provides both a framework to which practitioners react and a target for ad-
vocates to change. Ultimately, through its influence on community norms and val-
ues, policy may effect change in client behaviors through laws, rules or regulations,
operational decisions, or judicial decrees. This chapter details both the political
and economic contexts for health promotion and the unique steps practitioners
may take to change these conditions.

The Political Economy Framework

As introduced in Chapter Two, conceptually, health promotion may be charac-
terized as a political economy: that is, a political system (a structure of rule) and
an economy (a system for producing and exchanging goods and services) (Wams-
ley & Zald, 1967; Gargiulo, 1993). In the United States, political support for health
promotion is defined by the degree to which important actors at the federal, state,

CHAPTER THREE

CONTEXTS FOR HEALTH PROMOTION

Aaron P. Gorin
Sherri Sheinfeld Gorin

Y

Gorin.c03  2/14/06  9:12 AM  Page 67



and local levels take an interest in health promotion, have the power and resources
to influence it, and communicate their expectations and demands about it to con-
cerned communities, organizations, groups, health care professionals, families,
and individuals (Longest, 2002).

From the perspective of the health care professional, the major economic ac-
tors in the field of health promotion are the varied payers who reimburse
providers for services and programs (for example, commercial insurance compa-
nies) and the general types of health-promotive activities they support (for exam-
ple, smoking cessation counseling). (In Chapter Sixteen other aspects of the
economy of health promotion are explored.)

The political economy perspective limits both the contexts and targets for
health promotion. Further, although one can separate the political and economic
contexts conceptually by their major intent or strategy—health improvement or
cost reduction—their aims and tactics may overlap. For example, the content of
the U.S. Department of Health and Human Services (2000a) Healthy People 2010

report, although oriented toward health-promotive goals, is embedded in a leg-
islative context that emphasizes cost reductions, and these reductions are implicit
in the suggested preventive actions. Another example is managed care systems,
which are designed to reduce costs, in part through the use of preventive services.

Political Contexts for Health Promotion

The primary political contexts for health promotion are defined by legislation, in-
fluential actors, and organizational policy (see Table 3.1).

Legislation

U.S. legislation for health promotion may be enacted at the federal, state, or local
level. We also briefly consider international legislation.

Federal Legislation. Traditionally, public health law has been concerned with the
protection and preservation of the public’s health and the processes of adminis-
trative regulation and rule making resulting from the implementation of these aims.
Because of its broad statutory authority, the federal government possesses several
powers regarding health care: individuals may be denied the right to decide
whether or not to submit to a medical examination or treatment, the state may col-
lect sensitive health care information about a person or his or her sexual associates,
and if a disease is contagious, compulsory hospitalization or segregation from the
community may be imposed. The exercise of these public health powers requires
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TABLE 3.1. MAJOR POLITICAL INFLUENCES ON HEALTH PROMOTION.

Influence Focus Examples

Omnibus federal legislation
for health promotion

Defines health promotion for
AIDS awareness.

Creates federal agency.

PL 104-146, Ryan White
CARE Act Amendments,
1996.

PL 106-129, Healthcare
Research and Quality Act,
1999.

Other nations Integrates health promotion
into health care system.

Polish hospital legislation,
August 27, 2004.

State legislation Specifies laws for nutrition,
safety, physical exercise.

Passes limited omnibus
legislation.

California’s Latino Childhood
Obesity Prevention Initiative
demonstration project,
2004.

Local legislation Implements ordinances for
protection of public health.

Get Fit North Carolina
program, 2004.

U.S. Preventive Services Task
Force

Reviews evidence of effec-
tiveness of clinical preventive
services.

Issues clinical practice
guidelines.

Guide to Clinical Preventive
Services.

Federal Drug
Administration

Monitors and assesses
specific drugs (especially
tobacco).

Mandate for Safer Child-
hood Vaccines, 42 U.S.C. §
300aa-27 (2005).

Federal agencies

U.S. Department of Health
and Human Services

Establishes goals for national
health promotion.

Encourages the develop-
ment of legislation, policies,
and state programs.

Healthy People 2010
initiative.

U.S. Department of
Agriculture

Monitors and assesses
nutritional programs.

Iowa’s EFNEP (Expanded
Food & Nutrition Education
Program) for schools,
1998–2002.

World Health Organization Develops health promotion
policies and programs.

Encourages development of
national legislation for health
promotion.

Health for All in the Year
2000.

Healthy Cities projects.
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First International Confer-
ence on Health Promotion

Defined aims of health
promotion internationally.

Ottawa Charter for Health
Promotion.
Achieving Health for All.

Accreditors Establish standards for health
promotion.
Monitor and assess compli-
ance with standards.

National Commission for
Quality Assurance.
Joint Commission for
Accreditation of Healthcare
Organizations.

Media Report and examine
emerging issues in health
promotion.
Increase attention to health
promotion.

Specialized columns in news-
papers, television news reports
and specials, radio news and
talk shows, Internet sites for
health, Web logs (blogs).

Community advocacy
groups and coalitions

Advocate for legislation,
policies, monies, and poli-
tical attention to specific
health promotion issues.

Mothers Against Drunk
Driving.
Doctors Ought to Care
(antismoking).
Smoking or Health.

School districts and schools Develop, implement, and
evaluate educational health
promotion programs for
children and youth.

45 state-required com-
prehensive school health
education programs exist.
93% of local school districts
have antismoking education
in elementary schools.

Voluntary and professional
organizations

Encourage inclusion of
health promotion on na-
tional, state, local political
agendas; research monies 
for health promotion.

American Public Health
Association.
American Cancer Society.

Public health departments
and health care facilities

Implement public health
laws and develop policies.
Develop, implement, and
evaluate clinical and popula-
tion-based, cost-effective
health promotion.

One-half of public health
departments provide clinical
preventive care and blood
pressure measurements.
Screening tests performed in
75% of all emergency room
visits.

Worksites Develop, implement, evaluate,
and consult on cost-effective
health promotion programs to
enhance productivity.

95% of employers with 50
or more employees offer at
least one health promotion
activity.

TABLE 3.1. MAJOR POLITICAL INFLUENCES ON HEALTH PROMOTION, Cont’d.

Influence Focus Examples
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a delicate balancing of the state’s power to act for the community’s common good
and the individual’s rights to liberty, autonomy, and privacy (Gostin, 1986).

The Nixon administration created the President’s Committee on Health Edu-
cation by declaring that “it is in the interest of our entire country to educate and
encourage each of our citizens to develop sensible health practices” (Guinta &
Allegrante, 1992, p. 1033). The committee’s report recommended the creation of
public and private organizations to stimulate, coordinate, and evaluate health ed-
ucation programs. The administration believed it could preserve the health of
Americans, control escalating health care costs, and present a less costly alterna-
tive to national health insurance than was being proposed at the time (Guinta &
Allegrante, 1992).

As a result of this initial interest, the National Consumer Health Information
and Health Promotion Act of 1976 was passed during the Ford administration; it
was the first legislation to address health promotion comprehensively. In amend-
ing the Public Health Service Act, it established the Office of Consumer Health
Education and Promotion and the Center for Health Education and Promotion,
set forth national goals for health information and promotion, and developed a
systematic strategy for goal achievement. It also established the federal Office of
Disease Prevention and Health Promotion in the Office of the Assistant Secre-
tary for Health to coordinate prevention-related activities of the Department of
Health and Human Services, to serve as a liaison with the private sector, and to
operate a national health information clearinghouse. The Act defined health edu-
cation and promotion as follows: “A process that favorably influences under-
standings, attitudes and conduct, including cultural awareness and sensitivity, in
regard to individual and community health.” Specifically, it affects and influences
individual and community health behavior and attitudes in order to moderate self-
imposed risks, maintain and promote physical and mental health and efficiency,
and reduce preventable illness, disability, and death (National Consumer Health
Information and Health Promotion Act of 1976, § 4).

A Report of the Senate Committee on Labor and Public Welfare that ad-
dressed this Act stressed the influence of “activated patients,” who were more in-
volved in decision making; community programs, specifically in schools; and (in
conjunction with the Occupational Safety and Health Administration [OSHA])
union and industry initiatives for worksites. Nutrition to educate the “misnour-
ished”—those who lack the knowledge to choose which foods are best for them—
was of particular import to the committee, as were the role of the media and the
federal programs to monitor these efforts. The report addressed health education
“manpower” and asserted the importance of specialists in this area and the crit-
ical role nurses, in particular, should continue to play. The report also stressed the
need to evaluate the effectiveness of community programs.
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This Act was amended by a number of subsequent acts, including the Pre-
ventive Health Amendments of 1993, which addressed breast and cervical can-
cer screening, injury prevention, prevention and control of sexually transmitted
diseases, and production of biennial reports on nutrition and health. This legis-
lation reflects the enormous influence advocates for women’s health—particularly
in the area of breast cancer screening and treatment—and advocates focused on
AIDS have had on the legislative process. More current legislation reflects con-
tinued congressional legislative interest in nutrition (see Table 3.2).

Within the broad context of public health law, recent federal legislation con-
cerning health promotion has reflected a newly sophisticated understanding of
the scientific bases for the transmission of disease. Thus this legislation has focused
on the most efficacious and least intrusive intervention approaches, such as coun-
seling for long-standing, relatively intractable behaviors, such as smoking. Nonethe-
less, we found comparatively little omnibus legislation concerned with health
promotion (that is, legislation that addresses health promotion explicitly and com-
prehensively) at either the state or federal levels through a search of the Con-
gressional Index, the THOMAS system, and Internet listings of recent federal
and state legislative activity, such as listings by the National Conference of State
Legislatures. Recent omnibus legislation has focused primarily on children’s health
and on eliminating minority health disparities through Acts enabling greater ac-
cess to health care and greater quality control for health systems, pharmaceuti-
cals, and treatment programs (see Table 3.2).

State Legislation. States in the United States play a major role in policy areas
ranging from welfare and health insurance to gambling and lotteries. As a result of
these multiple interests some states adopt laws relevant to health promotion and
others choose not to. Similarly, some states adopt strict laws whereas others adopt
more lenient ones (Shipan & Volden, 2005). Public health law consonant with the
federal statutes, particularly to impede the spread of infectious and venereal dis-
eases, is found in all states, however (Gostin, 1986).

There is no omnibus state legislation concerning health promotion compara-
ble to that at the federal level, perhaps, in part, because sections of federal legisla-
tion limit state actions. Legislation that addresses specific aspects of health
promotion, from tobacco control and safety (for example, the use of motor vehi-
cle seat belts and bicycle helmets) to minority disparity reduction and nutrition and
obesity counseling, has passed in numerous states. Smoking control has emerged
as important in both state and local legislation, and from 1975 to 2000, forty states
adopted laws restricting or banning smoking in government buildings, and thirty-
two enacted laws that placed similar restrictions on smoking in restaurants (Shipan
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TABLE 3.2. EXAMPLES OF HEALTH PROMOTION LEGISLATION.

U.S. Code Title 
Common Name Public Law Number and Section Numbers

Ryan White CARE Act PL 104-146 42 U.S.C. §§ 201 et seq.
Amendments, 1996

Mammography Quality PL 105-248 42 U.S.C. §§ 201 note, 354 
Standards Reauthorization et seq.
Act, 1998

Healthcare Research and PL 106-129 42 U.S.C. §§ 201 note, 299
Quality Act, 1999

Children’s Health Act, 2000 PL 106-310 42 U.S.C. § 01 note

Public Health Improvement PL 106-505 42 U.S.C. § 01 note
Act, 2000

Minority Health and Health PL 106-525 42 U.S.C. § 02 note
Disparities Research and 
Education Act, 2000

Best Pharmaceuticals for PL 107-109 21 U.S.C. § 55a
Children Act, 2003 42 U.S.C. §§ 284 et seq.

Hematological Cancer PL 107-172 42 U.S.C. § 201 note
Research Investment and 42 U.S.C. § 285a-10 noteEducation Act, 2002

Rare Diseases Act, 2002 PL 107-280 42 U.S.C. § 201 note

42 U.S.C. § 283h

United States Leadership PL 108-25 22 U.S.C. § 7601 note
Against HIV/AIDS, Tubercu-
losis, and Malaria Act, 2003

Mosquito Abatement for PL 108-75 42 U.S.C. § 201 note
Safety and Health Act, 2003 42 U.S.C. §§ 243 et seq.

Garrett Lee Smith Memorial PL 108-355 42 U.S.C. § 201 note
Act, 2004 42 U.S.C. § 290bb-36 note
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& Volden, 2005). In addition, nutrition and obesity counseling is addressed in nu-
merous state statutes, such as Arkansas Act 1220 of 2003, which creates the
Arkansas Child Health Advisory Committee that is responsible for the develop-
ment of nutritional and physical activity standards and recommendations on food
served to children, and Colorado H.R. 1016 of 2003, which supports effective
nutrition programs that promote long-term health and lifelong physical wellness
for Colorado citizens (National Conference of State Legislatures, 2005).

Local Legislation. Numerous city governments, including those of New York City,
Los Angeles, San Francisco, and Houston, have historically instituted legislation con-
cerning the protection of public health, particularly laws dealing with infectious and
venereal diseases (Gostin, 1986). Of the 663 U.S. cities and towns with populations
exceeding 50,000 in the year 2000, about one-half have adopted some form of
smoking control regulations in the past quarter century (Schroeder, 2004). For ex-
ample, in 2003, New York state prohibited smoking at work, in bars, food service
areas, enclosed swimming pools, and on all mass transportation (“Clean Indoor Air
Act,” NYSDOH, Section 1399). Nutrition too has been a focus of local municipal-
ities. For example, the North Carolina Division of Public Health (2005) is sponsor-
ing the Eat Smart Move More . . . North Carolina program, a statewide initiative
that promotes increased opportunities for physical fitness and healthy eating through
both policy and environmental changes. Additionally, the state of Alaska has started
the Take Heart Alaska program, a cardiovascular disease prevention plan that at-
tempts to institute a comprehensive cardiovascular health status report in each local
municipality (State of Alaska, 2005).

Legislation in Other Nations. Most U.S. health promotion initiatives conducted
to date have targeted behavioral change primarily at the level of the individual
(Green, Nathan, & Mercer, 2001). In contrast many European countries have not
regarded omnibus legislation on health promotion as necessary because health
promotion activities are integrated into their health care systems; further, many gen-
eral health laws already make health care professionals responsible for health pro-
motion and health education (Leenen, Pinet, & Prims, 1985). Sweden’s Health
and Medical Services Act of 1982, for example, emphasizes preventive activities
and states that all forms of health and medical care are expected to include in-
formation and health education. In some eastern European and former Soviet
bloc countries, turbulent political changes have impeded any unified legislative
movement on health promotion. Many other countries rely on voluntary agree-
ments with industry, thus limiting the role of national government (Roemer, 1982,
1986; World Health Organization, 1988).
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Beyond Europe, countries have looked to the World Health Organization
(WHO) and its Health for All by the Year 2000 initiative, launched by the Alma-
Ata International Conference on Primary Health Care in 1978, which renewed the
emphasis on community participation and on more equitable access to basic health
resources (WHO, 1978). Article 25 of the seminal United Nations’ Universal Dec-
laration of Human Rights (United Nations, 1948) establishes health promotion as
a priority for mothers, children, and the elderly, and serves as the basis for interna-
tional health-promotive efforts. Such efforts include tobacco cessation programs in
Australia enforced by statutory and judicial edicts such as restrictions and prohibi-
tions on the marketing and advertising of the product (Reynolds, 1994; Green et
al., 2001). In Belgium the Flemish Institute for Health Promotion (2005) seeks to
provide health promotion services and local health consultation groups to serve as
a portal to preventive health care resources for its citizens. In Poland legislation
passed in 2004 will provide more funds to assist health promotive efforts in strug-
gling state hospitals and clinics (“Poland’s Lawmakers Pass Legislation . . . ,” 2004).

Influential Actors

Public education campaigns and commercial advertising have increased interest
in low-fat diets, physical exercise, and weight management. New screening tech-
nologies, such as the controversial computed tomography (CT) for the early de-
tection of lung cancer (Henschke et al., 1999; Mulshine & Henschke, 2000), and
new interventions, such as a vaccine against the human papillomavirus (HPV) to
reduce the risk of cervical cancer (Franco & Harper, 2005), are emerging along-
side increased public interest. With the growth of the Internet and other infor-
mation technologies, many clients have become more knowledgeable about
prevention and professional guidelines for screening. Health plans too have begun
to realize that offering comprehensive health promotion and disease prevention
is a valuable marketing tool for attracting new members.

The most influential actors in the health promotion field include the U.S. Pre-
ventive Services Task Force and selected federal agencies, world health agencies,
voluntary and professional organizations, accreditors, media, and community ad-
vocacy groups and coalitions.

U.S. Preventive Services Task Force. Evidence-based medicine—that is, clinical
practice based on accepted scientific findings, which are generally reviewed by a
professional or scientific body—has become a critical influence on health care
providers. One of the key actors in this arena is the U.S. Preventive Services Task
Force (USPSTF), established by the U.S. Public Health Service in 1984. It is an
independent panel of mostly nonfederal experts in primary care and prevention
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that uses a systematic methodology to review the evidence for the effectiveness of
clinical preventive services (for example, screening tests, counseling interventions,
immunizations, and chemoprevention); assigns ratings to the quality of the data;
and issues clinical practice recommendations reflecting the strength of the sup-
porting evidence (Woolf, Jonas, & Lawrence, 1996). The USPSTF has collabo-
rated with medical subspecialties committed to the evidence-based policy, such as
the American College of Physicians and the American Academy of Family Physi-
cians, as well as with its Canadian counterparts. Task force findings have often
varied from those of advocacy groups that have relied on older, opinion-based
methods of review.

The first USPSTF assessed sixty topic areas in its Guide to Clinical Preventive Ser-

vices, published in 1989. That USPSTF was disbanded with the publication of the
guide; with the growth in scientific evidence, a second USPSTF was convened in
1990. In 1996, it published a second edition of the Guide to Clinical Preventive Ser-

vices (USPSTF, 1996), comprising evaluations of 200 interventions in seventy areas.
This 1996 guide accompanied the Prevention Guidelines of the Centers for Disease
Control and Prevention (CDC) (Friede, O’Carroll, Nicola, Oberle, & Teutsch,
1997). In 1998, the Clinicians’ Handbook of Preventive Services and the Put Prevention
into Practice national implementation program were released.

In late 1998, the Agency for Healthcare Research and Quality (AHRQ) con-
vened the current USPSTF. The USPSTF’s guidelines are based on systematic
evidence reviews conducted by two AHRQ-supported Evidence-Based Practice
Centers (one at Oregon Health and Science University and the other at Research
Triangle Institute-University of North Carolina), and advice from varied govern-
ment and private panels of reviewers. The final recommendations balance the
relative harms and benefits, including cost, by rating the quality of the evidence
as “good,” “fair, “ or “poor,” and the net benefit as “substantial,” “moderate,”
“small,” or “zero/negative” (Sheridan, Harris, & Woolf, 2003). The third edition
of the Guide to Clinical Preventive Services (USPSTF, 2004) provides the latest avail-
able recommendations on preventive interventions, screening tests, counseling,
immunizations, and medication regimens for more than eighty conditions. The
USPSTF recommendations have founded performance measures that are used
to judge quality by the National Committee for Quality Assurance (NCQA), peer
review organizations (PROs), and the Joint Commission for Accreditation of
Healthcare Organizations ( JCAHO), holding providers and health care systems
accountable for delivering effective health care.

For some health problems, such as secondhand smoke exposure, community-
based interventions are more likely to decrease the problem behavior than are health
care provider interventions. In 1996, the CDC thus formed the Task Force on
Community Preventive Services to address a broad range of interventions, target-
ing communities and health care systems rather than individual clients. This task
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force’s Guide to Community Preventive Services (Zaza, Briss, Harris; Task Force on Com-
munity Preventive Services, 2005) also provides public health decision makers with
recommendations on population-based interventions to promote health and to pre-
vent disease, injury, disability, and premature death at the state and local levels.

Yet identifying effective interventions can be difficult in prevention, where ran-
domized controlled trials are often difficult to conduct. There is strong evidence
for the effectiveness of brief clinician counseling in smoking cessation (Sheinfeld
Gorin & Heck, 2004) and in reducing problem drinking. Intensive dietary coun-
seling can lead to reduced dietary fat and cholesterol intake and increased fruit and
vegetable consumption. Effective primary care–based interventions to increase
physical activity have been more difficult to identify, although the PACE approach
described in Chapter Six of this volume holds significant promise. Some studies
suggest that provider counseling can increase the use of seat belts, child safety seats,
and bicycle helmets, particularly when this counseling is delivered to parents of in-
fants and young children. Brief counseling interventions aimed at high-risk indi-
viduals can increase condom use and prevent the spread of sexually transmitted
diseases. Health provider recommendation is central to compliance with cancer
screening tests, such as those for the breast, colon, and cervix (see Mandelblatt &
Yabroff, 1999, for a review).

Barriers to the Dissemination of the USPSTF Guidelines. In practice, health care profes-
sionals vary in their use of counseling to change client behaviors. These variations
are one contributor to the disparities in health care quality among ethnic and racial
subgroups of the population.

Provider-level barriers to counseling include limited time, lack of training in
prevention, lack of perceived effectiveness of selected preventive services, and prac-
tice environments that fail to facilitate prevention (Ashford et al., 2000; Sheinfeld
Gorin et al., 2000; Hulscher, Wensing, van der Weijden, & Grol, 2002). Physicians
find counseling time consuming and difficult to track and to charge; in fact physi-
cian time for counseling clients about health promotion is relatively short, often from
two to six minutes (Mullen & Holcomb, 1990; Kushner, 1995; Ockene et al., 1995;
Patton, Kolasa, West, & Irons, 1995; Burton et al., 1995; Price, Clause, & Everett,
1995; Schectman, Stoy, & Elinsky, 1994; Thompson, Schwankovsky, & Pitts, 1993;
Ammerman et al., 1993; Cushman, James, & Waclawik, 1991; Logsdon, Lazaro, &
Meier, 1989).

In addition to the barriers at the provider level, patient factors limit access to
counseling (as well as to health care in general). Patient-related barriers include
limited or no health insurance; limited literacy; delay in symptom recognition, di-
agnosis, and treatment; poor cultural matches between patients and providers;
mistrust, low awareness, or limited knowledge of health care services; misunder-
standing of provider instructions; and poor prior interactions with the health care
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system (reviewed in Institute of Medicine [IOM], 2003). Patient psychosocial bar-
riers to care include fear, overestimation of personal disease risks, and a sense of
fatalism (Sheinfeld Gorin, 2005; Sheinfeld Gorin & Albert, 2003; Honda & She-
infeld Gorin, 2005; Sheinfeld Gorin & Heck, 2005) and also limited social sup-
port (Berkman & Syme, 1979; Berkman, 1995).

Similarly, provider-patient process factors, such as poor communication and
uncertainty, may limit access to health care and health-promoting counseling, par-
ticularly for racial and ethnic subgroups. Within the time pressures exerted by the
demands of modern health care and the beliefs about the likely cause of a pa-
tient’s condition that are inculcated in medical students through their training,
even bias and stereotyping may limit access to health care, particularly among mi-
nority patients (IOM, 2003)

Finally, system-level barriers—such as language barriers, differences in the
geographic availability of health care institutions (including pharmacies) and in
the distribution of health-promoting environments (for example, grocery stores
selling healthful foods, Diez-Roux, 2003; parks; and bike and walking paths for
physical activity), and enrollments of Medicaid patients in managed care systems
that disrupt existing community-based provider practices and care networks (IOM,
2003)—may influence access to and the provision of quality care. Thus substan-
tial gaps in the delivery of preventive health care remain.

Other Influences on Evidence-Based Practice. Internationally, the Cochrane Collabora-
tion, a voluntary association of academics and clinicians, supports the develop-
ment and publication of systematic reviews of rigorous studies in health. These
reviews are widely available on the Web and through standard bibliographical
search engines, such as MedLine. Although, in general, association members’
interest rests more in treatment evaluations than in health promotion, the Aus-
tralasian Cochrane Center in Melborne, Australia, is starting to support system-
atic reviews in health promotion and disease prevention, and a review group has
been formed to examine the evidence for screening tests. Efforts are under way 
to form an evidence-based behavioral health review group. The Campbell Col-
laboration similarly supports systematic reviews of studies in health, as does the
National Institute for Clinical Excellence (NICE) in the United Kingdom, and the
Health Evidence Network (HEN) sponsored by the WHO Regional Office for Eu-
rope. Generally, the findings of these international collaborations have less influ-
ence on health care practice in the United States than do the findings of national
groups, such as the USPSTF.

Selected Federal Agencies. Although health promotion policies are housed in several
federal agencies, only the actions of the U.S. surgeon general and the CDC, which
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are functions of the U.S. Department of Health and Human Services (USDHHS)
and, more specifically, the U.S. Public Health Service, are described at any length
in this text. In particular the Healthy People documents, presented under the auspices
of the surgeon general, have had unprecedented influence on the health promotion
field because of the extent of participation that the health care community had in
their preparation, their credibility, and the form and content of their texts. These
documents are credited with beginning the second revolution in public health.

The First Public Health Revolution. The first public health revolution began with the water-
shed 1848 Public Health Act in Britain, and from that point forward the principle
of state intervention in the lives of individuals to promote outcomes of social value
was established. In particular this nineteenth-century revolution sought to im-
prove the social and physical environment to decrease health hazards. This Act, as
well as the two that preceded it (the English Towns Improvement Act of 1847 and
the Liverpool Sanitary Act of 1846), provided a remedy for particular problems,
designated nuisances, and allowed public authorities to order their removal. These
nuisances were largely seen as things that smelled offensively, supporting the mias-

matic idea that bad smells were a sign of disease. The Act authorized the undertak-
ing of public health works, such as controls over slaughterhouses, common lodging
houses, and offensive trades. It contained requirements for all new houses to be built
with drains that connected to sewage systems where possible or to a cesspit. It also
created a public health structure, the General Board of Health, which functioned
as a national public health authority, and local boards of health, which consisted
of supervisors of local surveyors and inspectors of nuisances. Responsibility for sew-
ers was vested in the local boards, which had powers to control and cleanse
(Reynolds, 1994).

The Second Public Health Revolution. The second public health revolution, reflected in Healthy

People: The Surgeon General’s Report on Health Promotion and Disease Prevention (U.S. De-
partment of Health, Education and Welfare, Public Health Service, 1979), her-
alded the importance of lifestyle changes to health promotion and the importance
of the reduction of chronic disease and the achievement of a better quality of
life for all.

Early criticisms of the 1979 document and the second public health revolu-
tion were myriad (Neubauer & Pratt, 1981; Tesh, 1981). These criticisms focused
on the importance attached to promoting individual lifestyle and behavioral change
rather than to making policy recommendations to alter the social and economic
factors that determine health (Neubauer & Pratt, 1981). The lifestyle hypothesis of
the 1979 document approached disease as though ill health were the result of per-
sonal failure—a “victim-blaming” strategy—rather than placing disease causes and
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“solutions” in larger social and economic contexts (Navarro, 1976). The commu-
nity response to this strategy was considerable, and concomitant changes in the
health promotion field led to changes in subsequent publications of the Surgeon
General.

The 1979 document was expanded in 1980, under the title Promoting Health/

Preventing Disease: Objectives for the Nation. This document was followed by Healthy

People 2000 (USDHHS, 1991); Healthy People 2000: Midcourse Review and 1995 Re-

visions (USDHHS, 1995); Healthy People 2000: Final Review; and most recently,
Healthy People 2010.

Healthy People 2010. Healthy People 2010 (USDHHS, 2000a) provides a plan of ac-
tion for the nation’s health, with two major goals, to increase quality and years
of healthy life and to eliminate health disparities. As did its forerunners, it estab-
lishes a set of specific objectives, 467 in number, organized into twenty-eight focus

areas, as a basis for coordinated efforts to improve public health on the national,
state, and local levels, and to be used as a teaching tool. Twenty-one of these ob-
jectives are found within ten leading indicators, which involve physical activity, over-
weight and obesity, tobacco use, substance abuse, responsible sexual behavior,
mental health, injury and violence, environmental quality, immunization, and ac-
cess to health care. The twenty-eight focus areas traverse the three broad cate-
gories of public health that were found in Healthy People 2000: health promotion,
health protection, and preventive services. An interactive, online database,
DATA2010, updated quarterly (CDC, 2005b), is available to track the Healthy Peo-

ple 2010 objectives.
Unlike all previous national documents of this type, Healthy People 2010 places

the reduction of health disparities, improving life expectancy, and improving qual-
ity of life at its core. It also reflects a more integrated approach to health promo-
tion, from lifestyle to environmental approaches, than previous documents do. In
consonance with the Health 21 document from WHO, and at variance with the
individual risk orientation of Healthy People 2000, Healthy People 2010 also reflects
goals and objectives related to supportive environments.

Centers for Disease Control and Prevention. The Centers for Disease Control
and Prevention is unique in the extent of its influence on the health promotion
field because it is one of the few (and the oldest) agencies devoted to the singular
mission of promoting health and quality of life, by preventing and controlling dis-
ease, injury, and disability. Through its twelve centers, institutes, and offices, it
stewards a wide range of activities involving chronic disease prevention and health
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promotion, environmental health, infectious disease (for example, human im-
munodeficiency virus [HIV], sexually transmitted disease [STD], and tuberculo-
sis [TB]) prevention, injury prevention and control, occupational safety and health,
the national immunization program, epidemiology, and health statistics. Its scope
is international and ranges from the review of privatization efforts to work with
state and local health agencies. Few health promotion efforts fall outside its aus-
pices (CDC, 2005a).

Other National Agencies. Several other national agencies are also active in
health promotion. The Food and Drug Administration safeguards the nation’s
food supply (with the exception of meat and poultry products), dietary supple-
ments (only postmarketing; see Chapter Ten), drugs and devices used for ani-
mals, cosmetic products, medical devides, radiation-emitting electronic products,
and biologics by helping safe and effective products reach the market in a timely
way and monitoring them for continued safety after they are in use. Recently, it
was unsuccessful in its attempt to regulate nicotine as a drug. The Occupational
Safety and Health Administration of the U.S. Department of Labor has estab-
lished guidelines on workplace violence and initiatives in ergonomics that have
been important to health promotion of late. The U.S. Department of Agricul-
ture has been particularly influential through the nutritional programs it ad-
ministers: the food stamps program for low-income Americans; the Special
Supplemental Nutrition Program for Women, Infants, and Children (WIC); and
child nutrition programs. Last, the Environmental Protection Agency enforces
the removal of toxic wastes and monitors toxic air pollution and pesticide use, a
key component of health promotion.

National Voluntary and Professional Organizations. Numerous singularly fo-
cused voluntary organizations such as the American Cancer Society, the Ameri-
can Heart Association, and the American Lung Association have advanced the
health promotion agenda nationally and internationally and have educated clients.
Similarly, professional groups such as the American Public Health Association and
the American College of Preventive Medicine, in pursuing their members’ inter-
ests, have either directly influenced omnibus health promotion legislation or spe-
cific legislation (for example, concerning nutrition) and have provided direct
service to clients.

The more than 300 professional associations contributing to health promo-
tion in this country have assisted in the development of a national agenda for
health promotion; have influenced legislation; and have engaged in education,
screening, and other preventive services for clients. These associations include the
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American Public Health Association, Society for Public Health Education, Amer-
ican Nurses Association, American Academy of Family Physicians, American Col-
lege of Physicians, American College of Preventive Medicine, American College
of Nutrition, American Dietetic Association, American Physical Therapy Asso-
ciation, American Dental Association, and National Association of Social Work-
ers. Many of these organizations and groups are represented by some of the
18,000 registered lobbyists who incurred roughly $3 billion in 2003 expenses (Mike
Scott, director of Government Affairs, American Society of Anesthesiologists,
personal communication, January 19, 2004) to influence legislation and national,
state, and local agendas.

Multilateral Organizations: WHO. The World Health Organization (WHO),
formed in 1948 as a function of the United Nations, is the most influential world-
wide actor in health promotion. Its guiding principles were first articulated in the
Alma-Ata Declaration on Primary Health Care of 1978, emphasizing that health
is a fundamental right, to be guaranteed by the state; that people should be prime
movers in shaping their health services, using and enlarging upon the capacities
developed in their societies; that health services should operate as an integral
whole, with promotive, preventive, curative, and rehabilitation components; and
that any Western medical technology used in non-Western societies must conform
to the cultural, social, economic, and epidemiologic conditions of the individual
countries. The Alma-Ata declaration was endorsed by every country in the world
(WHO, 1978).

WHO’s orientation toward health promotion was developed in 1986 during
the First International Conference on Health Promotion, held in Ottawa, Canada
(Canadian Public Health Association, 1986). After the Ottawa conference, WHO
convened a series of global conferences to explore healthy public policy (in Ade-
laide, Australia, in 1988), supportive environments for health (in Sundsvall, Swe-
den, in 1991), and determinants of health in the twenty-first century (in Jakarta,
Indonesia, in 1997). At the fifth conference (in Mexico City in 2000), the Mexico
Ministerial Statement on Health Promotion yielded the most recent health pro-
motion framework, which focuses on bridging the equity gap through promoting
health. The sixth conference (in Bangkok, Thailand, in 2005) produced the
Bangkok Charter for Health Promotion, with frameworks and strategies for sus-
tainable and integrated health promotion. Of late, WHO has begun to recognize
the importance of health promotion among the growing number of aging indi-
viduals worldwide, as reflected in its structural integration of its Chronic Diseases
and Health Promotion functions into a single department and in its Ageing and
Life Course initiative.
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Over time, WHO has altered its definition of health and health promotion,
moving from an individual risk factor modification model to a model that embod-
ies a social resource orientation, as found in its Health for All report. Health for All, sim-
ilar in intent to Healthy People 2000, embodies thirty-eight regional targets within six
themes; its adoption by the member states of the European region of WHO in 1984
was key to the widespread recognition of health promotion. It includes targets for
modifying individual lifestyles for disease risk reduction (the focus of Healthy People

2000), alongside the goal to promote a “social model of health,” which grew from a
European tradition linking social reform and public health (Kickbusch, 2003).

The Health for All document describes five lifestyle and health targets, grouped as
a package, that address healthy public policy, social support systems, knowledge and
motivation, positive health behavior, and health-damaging behavior. In WHO’s sub-
sequent revisions of the targets in 1991 and 1998, it has highlighted the complex
political and social processes necessary to achieve changes in health. The Health for

All targets (1) focus on primary health care; (2) emphasize the role of the health care
system emphasis in the promotion of health and the prevention of disease; (3) high-
light effective cooperation among all sectors of government and society; (4) rely on
a well-informed, motivated, and actively participating community (as a key element
for attaining common goals); (5) strengthen international cooperation (as health
problems transcend national frontiers); and (6) emphasize the reduction of health
inequalities as far as possible (WHO, 1985). Equity is a key concern of Health for All;

the principles assert that people need social and economic opportunities to main-
tain and develop their health. Unlike Healthy People 2000, which was primarily con-
cerned with lifestyle changes, more than one-half of the Health for All targets require
changes in legislation (Pinet, 1986). To date, twenty-seven European countries have
formulated targets using the WHO policy as a starting point, as have regions,
provinces, and cities (Kickbusch, 2003). A report published in 2001 by the Swedish
National Committee for Public Health (a parliamentary committee) is a notable ex-
ample, focusing on both health determinants and health promotion rather than
health behaviors.

The most recent WHO target documents (notably Health 21, a revision of
Health for All, WHO, 1999) have reinforced the commitment to address health de-
terminants and to seek strategic entry points outside the health care system (Kick-
busch, 2003). “Health is a powerful political platform” (WHO, 1999).

A European document (WHO, 1998) derived from Health 21 has strength-
ened the commitment to the values of equity, participation, solidarity, sustain-
ability, and accountability. These values, with their humanist orientation, stand in
contrast to the population-health orientation and economic rationales of many
other health promotion documents.
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Examples of WHO Health Promotion Initiatives. WHO member states have re-
cently agreed to the impressive Framework Convention on Tobacco Control (WHO,
2004b), with 164 signatories, that may serve as a mandate for tobacco control pro-
grams throughout the world (see Chapter Nine for more discussion). WHO has
also prepared the WHO Global Strategy on Diet, Physical Activity and Health (2004a),
to direct member states’ attention to this emerging health promotion area.

Yet another example of a WHO health promotion activity is the Healthy
Cities project. This project began in Canada in 1984 and in Europe in 1986. The
explicit aim of the WHO Healthy Cities project is to localize the Health for All strat-
egy in designated cities by involving political decision makers and by building a
strong local lobby for public health interests. The qualities of a healthy city de-
veloped by the project were thought to be related to residents’ well-being and qual-
ity of life (Hancock & Duhl, 1988). In 2003, the WHO Healthy Cities network
launched its fourth phase (WHO, 2005). These projects, still in development, stress
a municipal approach to health promotion through extensive community partic-
ipation, intersectoral cooperation, partnerships at all levels, good urban gover-
nance, and the implementation of comprehensive city plans for health promotion.

These projects have expanded throughout Europe, in other French- and
Spanish-speaking regions of the world, in the Asian Pacific region (for example,
Australia, Japan, and New Zealand), and in an increasing number of developing
countries (for example, Iran and Ghana). The Pan American Health Organiza-
tion has created a strong healthy municipalities network that includes hundreds of cities.

In the United States, the Coalition for Healthy Cities and Communities has
based its work on the WHO approach (Association for Community Health Im-
provement, 2005; Kickbusch, 2003). For example, California Healthy Cities and
Communities has funded community-based nutrition and physical activity pro-
grams in several cities, and these programs have included the enactment of poli-
cies for land and complementary water use, improved access to produce, elevated
public consciousness about health, culturally appropriate educational and train-
ing materials, and strengthened community-building skills (Twiss et al., 2003). The
active role of citizens and the community is central to this settings approach.

Some of these projects have been assessed by systematically evaluating their im-
pact on social and political processes. Some “promising interventions” (IOM, 2000a)
have helped to frame health in terms of relevance to people and communities.

Canadian Leadership and the Third Public Health Revolution. Canada has
been a leader in promoting health, both nationally and internationally. In 1974,
A New Perspective on the Health of Canadians, also known as the Lalonde Report (after
the Canadian Minister of Health at that time), assessed priorities for improving
the health status of the Canadian population and was instrumental in bringing
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attention to the health promotion movement (Lalonde, 1974). The report de-
scribes the relationships between access to health care services, human biology,
environment, and individual behaviors, and estimates the relative contribution to
outcomes that progress in each of these areas might make (USPSTF, 1996). In
1986, Canada’s Public Health Association and Health and Welfare Canada played
a significant role in the development of health promotion internationally through
their cosponsorship (with the World Health Organization) of the First Interna-
tional Conference on Health Promotion, where the Ottawa Charter for Health
Promotion was produced, and nationally through the release of Achieving Health

for All: A Framework for Health Promotion (also known as the Epp report) (Epp, 1986).
Analyses of Achieving Health for All revealed its attention to individual responsibil-
ities and rights, health promotion, and broad health determinants, as well as its
consonance with a more cost-contained health care delivery system (Iannantuono
& Eyles, 1997). The Ottawa Charter’s conceptualization of health as a “resource
for living” and its shift in focus from disease prevention to “capacity building for
health” initiated the third public health revolution by concomitantly committing health
promotion to social reform and equity (Kickbusch, 2003; Breslow, 1985). In the
third public health revolution, health is recognized as a key dimension of the qual-
ity of life. The Ottawa Charter seeks to move health out of the professional ac-
tion frame into organizations and the community (the “context of everyday life”).
Health promotion is produced in the dynamic exchange between people and their
environments; the process of involvement is considered health promoting in that
it creates self-esteem, a sense of worth, and social capital (Kickbusch, 2003). The
charter outlines five key action areas that reinforce each other, with the goal of
improving the health of populations: (1) build healthy public policies (policies sup-
portive of health in sectors other than health), (2) create environments supportive
of health, (3) develop personal skills, (4) strengthen community actions, and (5) re-
orient health services for health promotion. Health professionals are to “enable,
advocate, and mediate.”

Similarly, in 1976 the Canadian government undertook one of the first com-
prehensive efforts to examine the effectiveness of clinical preventive care when it
convened the Canadian Task Force on the Periodic Health Examination, now
called the Canadian Task Force on Preventive Health Care (CTFPHC). Using
explicit criteria to judge empirical research on clinical preventive services, the 
CTFPHC examined preventive services for seventy-eight target conditions, re-
leasing its report in 1979. Between 1979 and 1994, it published a series of updates
and revisions to the original report, released in 1994 as the Canadian Guide to Clin-

ical Preventive Health Care. Called “the red brick,” because of its 1,009 pages and its
color, this guide has been considered a standard reference tool for Canadian pri-
mary care physicians (USPSTF, 1996; Canadian Task Force on the Periodic
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Health Examination, 1994; Canadian Task Force on Preventive Health Care,
2000). Presently, the CTFPHC continues to publish its evidence reviews and rec-
ommendations, in English and in French, in major Canadian journals and online.
As discussed earlier in this chapter in relation to the USPSTF’s work, several chal-
lenges remain in the clinical implementation of the CTFPHC guidelines.

Accreditors. Accreditation is a self-assessment and external peer review process
used by health care organizations to accurately assess their level of performance
in relation to established standards and to implement ways to continuously im-
prove the health care system (Tregloan, 1998). In particular, patient safety is a
major issue for health care professionals, payers, and patients. Over the past five
years, dozens of bills have been submitted to the U.S. Congress addressing patient
safety and the need to ensure quality health care delivery systems, including the
Patient Safety and Quality Improvement Act of 2003. The need to provide health
service accountability has never been greater.

In some countries there is one main accreditation program for health services
(for example, the Health Quality Service in the United Kingdom and Quality
Health in New Zealand), whereas in the United States two major accrediting
groups—the National Commission for Quality Assurance (NCQA) and the Joint
Commission on Accreditation of Healthcare Organizations ( JCAHO)—maintain
standards for the quality of organizations’ structured health promotion activities.
Other organizations, such as the National Association for Healthcare Quality and
the American Society of Health-System Pharmacists, may monitor medication
safety, and prestigious scientific groups, such as the Institute of Medicine and the
nonprofit Institute for Healthcare Improvement, may document the overall quality
of health care through their focus on seminal issues, such as health disparities, with-
out issuing certifications. Additionally, rapidly growing groups such as the Utiliza-
tion Review Accreditation Committee (URAC) serve to promote continuous
improvement in the quality and efficiency of health care delivery services by
streamlining the processes used to determine whether health care is medically nec-
essary, helping to keep health care costs down for both payers and providers.

Accreditors use a combination of on-site expert surveys of an organization
and reviews of written materials to determine whether an organization has met
preestablished guidelines for health care. Accreditation indicates that an entity has
adopted a set of quality standards and that its performance is continually re-
viewed. Accreditation, although voluntary, is critical to a health care center’s con-
tinued receipt of insurance funds, competition for employer health care contracts,
and licensure for Medicare certification through deemed status (as a home health
agency or hospice). Often, accreditation by major accreditors serves as an adjunct
to federal or state inspection of health care facilities. These external accredita-
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tions are important adjuncts to the continuous quality improvement (CQI) sys-
tems that monitor, correct, and enhance the services of many agencies.

NCQA is a private, not-for-profit organization dedicated to improving health
care quality and is frequently referred to as a watchdog for the managed care in-
dustry. Thirty states now recognize NCQA accreditation as meeting certain reg-
ulatory requirements for health plans, eliminating the need for a separate state
review. NCQA evaluates health plans in the areas of patient safety, confidential-
ity, consumer protection, access, service, and continuous improvement; its Health
Plan Employer Data and Information Set (HEDIS) report card requirements guide
the managed care industry.

Since 1997, NCQA has produced an annual State of Health Care Quality report
that provides an overall assessment of the performance of the health care system.
These findings are issued before the annual open enrollment season, when most
Americans choose their health plan for the following year. In compiling these data,
NCQA requires an organization to evaluate the use of preventive services among
those at risk, including cholesterol measurement; exercise promotion; smoking ces-
sation; and counseling for prevention of motor vehicle injury, sexually transmitted
diseases, and alcohol and other drug abuse (NCQA, 2004). The evaluation process
includes looking at both the groups at risk and the population as a whole.

Under the guidance of NCQA, consumers, insurance purchasers, and health
maintenance organizations (HMOs) developed the HEDIS measures for HMOs
to evaluate the quality of services and care they provide. HEDIS addresses a broad
range of important health issues including childhood and adolescent immuniza-
tion status, high blood pressure control, asthma medication use, antidepressant
medication management, breast cancer screening, and smoking cessation coun-
seling. Using the HEDIS findings, NCQA has recently created the Quality Com-
pass,® which allows users to compare health plans side by side and to make health
care coverage decisions based on quality and value as well as provider network
and price (NCQA, 2005).

JCAHO is the predominant standards setting and accrediting body in the
United States, with more than 15,000 health care organizations and programs
under its supervision, including ambulatory care centers, home health care cen-
ters, behavioral health care organizations, health care networks, corporate health
services, long-term care organizations, hospitals, and pathology and clinical lab-
oratory services. Since 1994, JCAHO has enumerated health promotion and dis-
ease prevention guidelines for health care networks, including HMOs, preferred
provider organizations (PPOs), and other managed care entities that are perfor-
mance or outcome focused. It addresses each organization’s level of performance
in areas such as patient rights, patient treatment, and infection control and the or-
ganization’s performance with respect to health promotion and disease prevention.
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For behavioral health care organizations, including those that provide mental
health and addiction services, JCAHO has developed draft standards for behav-
ioral health promotion and illness prevention ( JCAHO, 2005).

JCAHO also awards disease-specific care certification to health plans, hos-
pitals, and other service delivery settings that provide disease management and
chronic care services. In 1997, JCAHO launched its ORYX® initiative, which in-
tegrates outcomes and other performance measures into the accreditation
process, affording a flexible approach that can support quality improvement ef-
forts across all health delivery systems; by 2004, almost all hospitals were expected
to comply with new standards and submit data across several core components
(JCAHO, 2005).

Efforts to standardize accreditation procedures were helped when, in 2003,
NCQA and JCAHO formed a partnership for the purpose of establishing an ac-
creditation program for efforts to protect human subjects in research. This union
also realizes one aim of behavioral health advocates by allaying fears about how
informed consent for research participation is obtained from individuals with se-
rious mental illnesses.

The Media. The media provide illumination and a focus of attention that is enor-
mously powerful, particularly when the spotlight can be held in place. When gov-
ernments, advocates, and others are setting their health care agendas, the mass
media may provide the first step in public awareness and change; conversely, by
withholding attention, they can leave issues in the dark (Wallack, Dorfman, Jerni-
gan, & Themba, 1993). Even though the media recently have begun to expand
their coverage of health-promotive lifestyles, communication challenges remain.

The American public depends on the news media for reliable health infor-
mation. Yet many health care professionals meet with difficulties when sharing
science news with the public through the mass media (Rowan, 2005). For exam-
ple, the media may not always report health threats accurately. These inaccura-
cies may contribute to the public’s overestimation of mortality from causes that
are actually infrequent (for example, deaths resulting from illicit drugs) and un-
derestimation of mortality from causes that are frequent (for example, heart dis-
ease) (Adams, 1992–1993; Frost, Frank, & Mailbach, 1997). (There is considerable
confusion about how best to discuss health risks in numerical terms, however, even
in clinical settings; Woloshin, Schwartz, & Welch, 2002.) Moreover, the media
may, at the same time, promote healthful eating through public service an-
nouncements and promote high-fat, high-sugar foods through paid advertising.

Health care providers may enhance their communication with the mass
media by using several evidence-based strategies from the CAUSE model (Rowan,
Bethea, Pecchioni, & Villagran, 2003). This model involves earning the confidence
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of respected journalists, creating awareness of health issues, deepening under-
standing, gaining the satisfaction of news coverage, and motivating enactment or
behavioral change. (For a bibliography of works on health risk communication
see U.S. National Library of Medicine, 2003.)

Mass media interventions can be more cost effective for a large target group
relative to individual clinical interventions. Successful media interventions tend
to share several characteristics: (1) they use a multimedia approach with ties to
community interventions, such as support groups (Hastings, 1989; McAlister,
1982); (2) they concentrate on knowledge or awareness rather than attitude and
behavioral change (Hastings, 1989; Roberts & Maccoby, 1985); and (3) they at-
tempt to change the more tractable behaviors, such as understanding one’s prob-
lems, rather than, for example, altering one’s genetic predispositions (Barker,
Pistrang, Shapiro, Davies, & Shaw, 1993). A 2004 University of Vermont and
Baylor College of Medicine study, for instance, found that a carefully tailored mass
media program had reduced cigarette smoking by over 30 percent six years after
the program’s initiation (Baylor College of Medicine, 2004).

To evaluate media interventions, one must specify the type of changes de-
sired, the population subgroups in which the changes are desired, and the cir-
cumstances under which they are desired (Barker et al., 1993). The use of long
time frames, such as a period of years, is also recommended in the measurement
of change (Lorion, 1983).

From an advocacy perspective (that is, when seeking to use the media to in-
fluence those who can change the social environment), several approaches appear
important. Media advocates frame issues in terms of root causes and focus on pol-
icy concerns rather than personal behaviors. They use the dramatic story, with
characters, plots, villains, and heroes. Advocates take advantage of opportunities
to respond to breaking news, such as a decision in a tobacco company trial, to cre-
ate news of their own. Media advocates know what their adversaries’ reactions to
a story will be, and they maintain controlled communication with the press. They
seek to understand their topic, plan their goals, and understand how the media
work (Wallack et al., 1993).

The explosion of the Internet with its Web communities and individual Web
logs, or blogs, allows for rapid dissemination of information to the consumer seek-
ing quick and easy advice regarding health habits. Blogs are quickly becoming fo-
rums for the rapid exchange of ideas on all topics, with the Pew Center indicating
that one in nine Web viewers frequents blogs, translating to about fifty million
readers worldwide (MarketingVOX News, 2004). These forums can be used to
generate dialogue, but they can also be dominated by those with commercial in-
terests or competing claims, increasing decision conflict. Anonymous Internet por-
tals managed by reputable health care organizations, such as the CDC, may be
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an effective vehicle for channeling essential messages to consumers who may find
it difficult to parse conflicting information in TV, radio, or print media.

Community Advocacy Groups and Coalitions. Community groups, such as
Mothers Against Drunk Driving (MADD) and the National Alliance of Breast
Cancer Organizations (NABCO), have been effective advocates for change in laws
concerning drinking and driving (MADD) and breast cancer (NABCO). In the
case of tobacco use, for example, community and professional groups have orga-
nized coalitions to lobby successfully for legislation that outlaws smoking in pub-
lic buildings, workplaces, restaurants, schools, and sporting events across the
country and, in conjunction with international partners such as the World Health
Organization, in many parts of the developed world. They have influenced schools
of medicine to teach smoker counseling, they have provided consultation for clin-
ical trials in community settings (for example, COMMIT and ASSIST, as de-
scribed in Chapter Nine), and they have galvanized community attitudes toward
favoring smoking control.

Organizational Policy

Organizations such as schools, workplaces, public health departments, and health
care facilities are central to the implementation of health promotion legislation,
regulations, and policies and are essential to the formation of new initiatives.
These organizations wield considerable influence on community, group, and in-
dividual behavior and, as community-based programs, are the focus of many of
the objectives of Healthy People 2010.

School Districts and Schools. Lifetime patterns of diet, exercise, smoking, and
coping with stress may be established in childhood. Because the roughly sixty mil-
lion children and youths in America spend much of their days in school, the
school has become an important context in which to change these patterns,
through legislation, policies, and regulation. Children may learn about their bod-
ies and the effects of different lifestyle behaviors in this context. Children may also
gain access to necessary preventive services, such as age-appropriate immuniza-
tions, nutritious meals, and regular, organized physical activity. The school also
may connect families to health insurance programs, potentially through state
waiver funding or through Medicaid aid packages, thus enriching a family’s abil-
ity to continue to receive preventive services.

Many schools have adopted the CDC’s Healthy Youth program eight-
component model for a coordinated school health program. This model en-
courages schools to use health education, physical education, health services,
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nutritional services, health promotion for staff, counseling and psychological ser-
vices, a healthy school environment, and parent and community involvement to
motivate and assist students to maintain and improve their health, prevent dis-
ease, and reduce health-related risk behaviors (CDC, 2005c). The number of
school-based health centers (SBHCs) that have implemented this program has
grown substantially, from 200 in 1990 to 1,498 in 2002, representing a 650 per-
cent increase in twelve years. School-based health centers can be found in forty-
five states plus the District of Columbia, with sixteen of these states providing full
grant support to these centers.

Health-related coursework and programs vary across schools, state by state.
In 2002, the percentage of schools in each state that required health education
for students in grades 6 through 12 ranged from 32.7 percent to 100 percent, with
a median of 92.3 percent. Most schools (median, 93.7 percent) taught one or more
separate required health education courses (CDC, 2002), almost all (95 percent)
local school districts had antismoking education in elementary schools. Although
most schools (93 percent) provided some instruction concerning alcohol and other
drug use, only about 51 percent provided related counseling services (CDC, 2002).
In 2002, only 6.5 percent of middle and junior high schools and 5.8 percent of
senior high schools met the recommended standard of daily physical education
for all students. This percentage must be increased to comply with the Healthy Peo-

ple 2010 objectives that call for daily physical education as a comprehensive ap-
proach to promoting health among young people.

Healthy People 2010 has extended the mandate for educating students about
health in middle, junior, and high schools to colleges and universities. This docu-
ment emphasizes six priority areas; injuries, both intentional and unintentional;
tobacco use; alcohol and illicit drug use; sexual behaviors that cause unintended
pregnancies and sexually transmitted diseases; dietary patterns that cause disease;
and inadequate physical activity. According to Healthy People 2010, only 6 percent
of college and university students have received information in all six priority
areas. Thus, engaging university trustees and administrations, college health ser-
vices, student groups, parents, and community groups in increasing health pro-
motion awareness and literacy among these young adults is key.

The State Children’s Health Insurance Program (SCHIP) gives grants to
states to provide health insurance coverage to the approximately ten million unin-
sured children in families with incomes up to 200 percent of the federal poverty
level. This program, enacted under Public Law 105-33 (passed in 1997), and Title
XXI of the Social Security Act, allows states to expand Medicaid or to create their
own children’s health insurance programs and provides an alternative to employer-
based health insurance by using schools as the grouping mechanism to negotiate
group health insurance policies. The program also increases health care stability
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because coverage is not disrupted if a parent changes or loses his or her job. States
are allowed to impose premiums, deductibles, or fees, but no copayments can be
charged for pediatric preventative care, including immunizations. Through this
cost-sharing method, states can match federal funds provided through the SCHIP
program to cover children who otherwise would receive no coverage for a variety
of services (American Academy of Pediatrics, 2005).

Worksites and Unions. Over 148 million adult persons go to work every day; in-
dividuals spend more than one-third of their waking hours at work (Bureau of
Labor Statistics, 2005a; Gomel, Oldenburg, Simpson, & Owen, 1993). Fourteen
out of every 100 U.S. workers belong to a labor union (Bureau of Labor Statis-
tics, 2005b) and generally have access to medical care through their benefit plans.
As a result, worksites and unions are important components of community-wide
health promotion efforts. Further, traditional worksite-based health promotion
programs are seen as an employee benefit that increases employee morale and at-
tracts and retains good workers at relatively little cost. In 1999, 95 percent of em-
ployers with fifty employees or more reported offering at least one health
promotion activity (Association for Worksite Health Promotion, 1999).

Workplaces oriented toward promoting good health for employees in order
to decrease costs of absenteeism, increase productivity, or create more effective
organizations may offer multifaceted supportive programs, employee assistance
programs (EAPs) for behavioral health promotion, and health insurance. Since
the 1990s, under the Drug-Free Workplace Act of 1988, EAPs have become the
linchpin of many workplace-based substance abuse programs, alongside drug-free
workplace policies, training and educational programs, and the identification of
illegal drug users (Glemigani, 1998; Hoffman, Larison, & Sanderson, 1997;
Greenberg & Grunberg, 1995; Delaney & Ames, 1995; Galvin, 2000). In addi-
tion, under Occupational Safety and Health Administration (OSHA) regulations,
worksites integrate the protection of employee health through setting and en-
forcing safety standards, training workers, and offering safety education. As de-
scribed in Chapter Fourteen, the more progressive worksites may see the creation
of healthful work as an aim in itself.

Although worksite-based health promotion programs are generally well ac-
cepted ( Johansson & Partanen, 2002), have been found effective in reducing em-
ployees’ health risks (Wilson, Holman, & Hammock, 1996; Heaney & Goetzel,
1997), and have the potential to reduce health costs to employers (Edington, Yen,
& Witting, 1997), recruiting participants remains a challenge. Of the employees
who reported access to such programs in the National Health Interview Survey,
only 4.6 percent participated in smoking cessation programs, 34.7 percent in stress
management programs, 27.6 percent in nutrition programs, and 39.4 percent in
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cancer screening programs (Grosch, Alterman, Petersen, & Murphy, 1998). Par-
ticipation was highest among those with a college education or greater (48.8 per-
cent, compared to 24.6 percent among those with less than a high school diploma).

Although many worksite-based health promotion programs attempt to max-
imize participation, some encourage participation according to employees’ health
risk profiles (Breslow, 1999). This population health management approach attempts to
lower the risks of high-risk employees while maintaining the status of lower-risk
employees (Serxner, Anderson, & Gold, 2004), matching the health message and
the program component (for example, newsletters, help lines, workshops, or
printed information) to the employee’s readiness to change (Prochaska & Velicer,
1997).

Union-based health promotion projects may have access to blue-collar work-
ers who may be otherwise difficult to reach and who have higher rates of smoking
and poorer health outcomes than workers in white-collar positions do (Albertsen,
Hannerz, Borg, & Burr, 2003; Barbeau, Krieger, & Soobader, 2004; Turrell,
Hewitt, Patterson, Oldenburg, & Gould, 2002). There is some evidence to sug-
gest that unions are amenable to worksite risk modification programs, such as
smoking cessation interventions that include systematic prevention messages as
well as policy changes (Sorensen et al., 2000), and comprehensive programs de-
signed to change dietary behaviors (Heimendinger et al., 1995).

Smaller worksites are often unable to offer employee assistance programs;
smaller firms are also less likely to offer their workers comprehensive health in-
surance that includes preventive services. Outsourcing, using existing community
services, and collaborating with unions and trade or professional organizations
may enhance employees’ access to traditional worksite health promotion pro-
grams, particularly for employees of smaller organizations.

Public Health Departments and Health Care Facilities. Public health depart-
ments and other health care facilities are influential contexts for the process of
health promotion. Created by statute, public health departments reflect the in-
terests of state and local advocacy groups and government officials (Gebbie, 2000).
Healthy People 2010, alongside the need to develop the public health infrastructure
and to strengthen the public health workforce (see Chapter Four), data, systems,
and resources, presented the development of a model public health statute as an
objective. Public Health in America (Public Health Functions Steering Committee,
1994), a consensus document, reflects a recent initiative also designed to strengthen
the nation’s public health infrastructure.

Public health departments, oriented toward optimizing the health of the en-
tire community, have traditionally been concerned with ensuring health through
the control of communicable diseases; health education; environmental sanitation;
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consumer protection; and the provision of medical and nursing services for the
diagnosis, treatment, and prevention of diseases in hard-to-reach populations
(McCaig, 1994b). Health departments are, however, changing rapidly under the
pressure to improve early detection of disease, as part of disaster preparedness
(and thus also to improve their rapid, real-time information sharing; Broome &
Loonsk, 2004; also see Chapter Thirteen). They are also under pressure to in-
crease access to health care for the culturally and linguistically diverse popula-
tions in the communities they serve (Liao et al., 2004). Public health activities are
generally coordinated by a network of municipal, state, and federal agencies and
are quite diverse (CDC & the National Association of County and City Health
Officials, 1994).

More than forty million Americans receive one or more clinical services through
public health departments, and about one-half of these agencies provide clinical
preventive care (CDC & the National Association of County and City Health Offi-
cials, 1994). In many of these departments, services are offered in a package, includ-
ing immunizations, health education, tuberculosis screening and treatment,
well-child visits, nutritional services for women and children, sexually transmitted
disease screening, partner identification and treatment, and HIV testing and coun-
seling. Often, preventive care is built into the medical protocols departments must
follow; many of these protocols are derived from state or federal statutes.

Hospitals, and particularly hospital emergency rooms (ERs), provide another
context for health promotion. They are the primary sites for clinical care among
vulnerable members of the population, such as the homeless, the uninsured, and
the working poor. More than 120 million persons visit an emergency room each
year, generally for the treatment of a presenting illness or injury, possibly from
their occupations. Blood pressure measurement, a screening test, is performed
in most ER visits (Frew, 1991). Nonurgent problems, often among the more vul-
nerable in the population, account for many ER visits, thus enabling health care
professionals to screen for hypertension, hypercholesterolemia, cervical and other
cancers, and syphilis and to conduct other forms of early detection (Chernow &
Iserson, 1987; Burns, Stoy, Feied, Nash, & Smith, 1991; Hogness, Engelstad,
Linck, & Schorr, 1992; Hibbs, Ceglowski, Goldberg, & Kauffman, 1993). ER
staff have an opportunity to counsel patients on injury prevention (McCaig,
1994a) and smoking cessation. Although preventive care is provided in this set-
ting and the ER serves as the primary clinical site for many in the population,
this usage is not without problems. The waits are often long; elevations in blood
pressure may be a result of anxiety, thus leading to misdiagnoses; and follow-
up—critical to prevention of sexually transmitted diseases, for example—is rare
(Avner, 1992).
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Economic Contexts for Health Promotion

In 2004, the United States spent $1.8 trillion dollars on health, 95 percent of
which went for direct medical services. Only 5 percent was allocated to prevent-
ing and promoting health (Centers for Medicare and Medicaid Services, Office
of the Actuary, 2005). Approximately 15.3 percent of the 2003 gross domestic
product (GDP) was earmarked for health expenditures, a figure that has been ris-
ing steadily over the past decade. Additionally, according to the Centers for
Medicare and Medicaid Services (CMS) (formerly the Health Care Financing
Administration [HCFA]), per capita expenditure will increase at an annual rate
of 7.3 percent, from $4,637 in 2000 to $9,216 by 2011 (CMS, Office of the Ac-
tuary, 2005). Despite this generous national expenditure, the United States con-
sistently ranks below many industrialized nations in population wellness, ranking
thirty-seventh in the most recent WHO survey of longevity and quality of life
(WHO, 2004c).

Commercial insurance companies, Blue Cross Blue Shield and other health
plans, federal insurance programs, and managed care are the major sources of
monies for health promotion services. About 85 percent of Americans are cov-
ered by health insurance through these insurers and employer self-insurance, in-
cluding administrative service contracts. Importantly, however, forty-four million
persons, including 11.2 million children, are without any health insurance because
they are employed by firms that do not offer coverage or because their incomes
are below the poverty line and they cannot afford it (U.S. Census Bureau, 2004).
Uninsured children are more likely than the insured to lack a usual source of
health care, to go without needed care, and to experience worse health outcomes
(IOM, 2002). Thirty percent of children without coverage are under six years old,
and one in three uninsured children lives in a family below the poverty line (Mills
& Bhandari, 2003).

More and better insurance coverage for health screening and counseling
would encourage wider use of preventive services, but it is difficult for commercial
insurers to develop a financially viable market for them. Because health insurance
was initially developed to protect individuals from the largely unpredictable and
high costs of hospitalization and catastrophic illness, by definition it is generally
limited to services that are deemed medically necessary to diagnose and treat illness
rather than for prevention (Garland & Stull, 2004). For example, the use of health
promotion programs such as nutrition counseling is predictable (based on the pres-
ence of specific risk factors) and relatively low in cost, so such programs have 
never been considered medically necessary (Riedel, 1987). Further, commercial
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insurers have increasingly been criticized for failing to curtail the rapid health care
cost increases that might accompany new programs and that are outpacing worker
earnings increases and inflation rates.

The World Bank, another source of funds for government programs, has a
significant influence on international economies, so its recent designation of health
as an indicator of national development will affect the health promotion field. Ad-
ditionally, through their efforts to bring curative medicines to market, the phar-
macological, botanical, and biotechnology industries are briefly discussed in this
text as contributors to the economy of health promotion (see Table 3.3).

Commercial Insurance Companies

Since the 1930s, commercial insurance companies have reimbursed the insured
patient, or beneficiary, with stipulated sums of money to be applied against expen-
ditures for the insured risks. Subscribers bear sole responsibility for identifying
their need for health care, locating the providers of care, and paying for the care.
The insurer reimburses them for their reasonable and customary expenses (Shouldice,
1991). In the face of escalating costs, employers have begun to shift costs to em-
ployees and to expand the types of insurance plans offered as consumers react to
the cost-cutting measures of the HMO-dominated 1990s and seek greater flexi-
bility for their health dollar. Many of today’s employer groups are self-insured
(that is, they bear the entire risk for their employees internally); a commercial in-
surance company may then simply administer an employer’s plans, without the
attribution of risk.

Health insurers plans and policies are driven largely by concerns over rising
health care costs. A 2003 survey of New Jersey insurance plans (New Jersey Busi-
ness & Industry Association, 2003a, 2003b) found that health insurance costs in-
creased by an average of 13 percent in 2003, after a 15 percent spike in 2002.
Survey respondents reported paying an average of $6,692 per covered employee
for policies in 2003, up $781 from 2002, and up over 53 percent from 1998. A
Kaiser Family Foundation survey of 2,800 companies conducted in the fall of
2004 found that for companies with fewer than 200 employees, insurance premi-
ums increased 15.5 percent, compared with 13.2 percent for larger companies.
The study also found that erosion of retiree health care benefits is a growing con-
cern as employers are forced to scale back because of rising costs (Kaiser Family
Foundation and Health Research and Educational Trust, 2004).

Among employer groups, any employee demand for preventive services en-
counters pressures to control costs. Employees, too, may tend to resist raising pre-
miums to pay for additional benefits (Steckler, Dawson, Goodman, & Epstein,
1987). Faced with increasing competition for the business of healthy employer
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TABLE 3.3. COMPONENTS OF MAJOR 
ECONOMIC PROGRAMS FOR HEALTH PROMOTION.

Program Focus Examples of Components

Commercial insurance
companiesa

Reimburse client with fixed
sum for expenses of insured
risks.

May manage self-insurance
by companies.

91% offer colorectal, pros-
tate, breast, and cervical
cancer screening.

90% offer mammograms.

87% offer HIV/AIDS education.

76% offer nutrition
counseling.

98% offer diabetes screening.

99% offer smoking cessation.

Blue Cross Blue Shieldb Offers nonprofit medical
contracts for medical ser-
vices to members; generally
reimburses on preset
schedule.

Insurer of last resort to
many.

Preventive screenings of-
fered.

Smoking cessation offered.

Offers coverage to 1 in 3
Americans through man-
aged care programs such as
HMOs, PPOs, POS plans,
Medicare managed care, in-
tegrated delivery systems.

Federal insurance programs

Medicarec Provides health insurance 
to 97% of those older than
65 years: Part A (compulsory
hospitalization insurance);
Part B (supplementary
medical insurance).

14% of population enrolled
in managed care plans.

Covers pneumococcal vac-
cines, hepatitis A vaccine,
pap smears, mammography.

Medicare supplemental
insurance

Supplements basic Medicare
coverage.

Medicaidd Provides health insurance to
low-income population and
to disabled population.

40% of beneficiaries enrolled
in managed care.

Mandated preventive ser-
vices of periodic screening;
family planning for children
younger than 21 years.

Federal Employees Health
Benefits Program (FEHB)e

Provides voluntary health in-
surance coverage for 88% of
8.6 million active and retired
federal employees.

Risk plans cover eyeglasses.

Dental X-rays, cleaning
covered.

Gorin.c03  2/14/06  9:12 AM  Page 97



98 Health Promotion in Practice

TABLE 3.3. COMPONENTS OF MAJOR 
ECONOMIC PROGRAMS FOR HEALTH PROMOTION, Cont’d.

Program Focus Examples of Components

TRICARE/CHAMPUS
(Civilian Health and
Medical Program for 
the Uniformed Services)f

Provides a comprehensive
managed health care de-
livery system for active
members of the armed
forces, their dependents,
and retirees; coordinates
care in military hospitals 
and clinics with services
from civilian health care
professionals.

Extensive clinical health
promotion and disease
prevention examinations 
(for example, health risk
appraisals, laboratory tests)
and counseling (for exam-
ple, tobacco, diet, physical
activity, safe sex).

Veterans Health Adminis-
tration medical careg

Operates 1,300 sites of 
care for individuals who
served honorably in armed
forces.

May choose managed care
for preventive care.

Indian Health Serviceh Provides medical care 
and health services for 1.5
million Native Americans,
including Alaska Natives.

Smoking cessation policies
and programs offered.

May choose managed care
plan for preventive care.

Health maintenance
organizations (HMOs)i

Offer prepaid health care
arrangements.

Subject to capitation.

Health promotion programs
most likely to be offered 
are weight control, stress
management, smoking
cessation.

Managed care organizations
(MCOs)

Integrate financing and
delivery of appropriate
medical services to covered
individuals.

Techniques employed to
manage health of a defined
population.

59% of plans provide full
coverage for at least one
type of pharmacotherapy
used for smoking cessation,
such as bupropion or nico-
tine replacement therapy
(NRT).

Preferred provider
organizations (PPOs)j

Contract with providers to
deliver covered services for
discounted fee.

88% cover adult physical
examinations.

Exclusive provider
organizations (EPOs)k

Similar to the HMO, but
members must remain
within the network to
receive services.

Similar to HMOs.
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TABLE 3.3. COMPONENTS OF MAJOR 
ECONOMIC PROGRAMS FOR HEALTH PROMOTION, Cont’d.

Program Focus Examples of Components

Point-of-service (POS)
plansl

Combine HMO and PPO
features; network of con-
tracted MDs.

89% cover physical
examinations.

Health savings accounts
(HSAs)m

Consumer-directed health
care products.

Requires high-deductible
health insurance plan.

Managed behavioral
health caren

Mental health and substance
abuse benefit package.

Offers individual health 
risk assessments, self-help
groups, outreach programs.

Workers’ compensationo Provides health insurance
coverage for employees
injured or ill on the job.

Supports safe environments,
safety inspections,
counseling.

World Bankp Supports development for
international economies.

World Development Report
2002 supports intersectoral
actions for health.

Pharmaceutical, botanical,
and biotechnology
industriesq

Applies to gene mapping,
the manufacture and pro-
duction of drugs and bo-
tanicals, recombinant DNA
technology, and compounds
acting in the cell for com-
mercial purposes.

Provides anticholesterol
drugs, vitamins, minerals.

aAmerican Health Insurance Plans (AHIP), 2002.
bBlue Cross Blue Shield, 2005.
cDe Lew, 2000.
dDe Lew, 2000.
eOffice of Personnel Management, 2005.
fU.S. Department of Defense, 2004.
gU.S. Department of Veterans Affairs, 2005.
hUSDHHS, 2005a; Hodge, 1999.
iU.S. Preventive Services Task Force, 2004.
jAHIP, 2002.
kAHIP, 2002.
lAHIP, 2002.
mFreudenheim, 2005.
nFreedman & Trabin, 1994.
oShouldice, 1991.
pWorld Bank, 1993.
qIMS Global, 2003.
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groups, insurers are less likely to add any benefits that increase their costs relative
to competitors’ costs, unless a clear demand exists. Insurers who elect to cover pre-
ventive services, such as smoking cessation programs, may put themselves at risk of
adverse selection relative to their competitors—for example, by attracting smok-
ers, who are likely to use proportionately more medical care (Milliman and
Robertson Inc., 1987). Although much is known about the impact of health in-
surance coverage on access to and the outcomes of preventive interventions, such
as smoking cessation programs, it remains difficult for insurers to price them and
for employers to finance them.

Finally, insurers tend to look at whether any benefits of preventive care will
be realized over the time period the insurer covers the policyholder. Many of the
benefits that accrue after a person quits smoking, for example, may not be real-
ized by the health insurer if the policyholder switches plans, which is likely to
occur within five years of going to work for a company. As a result, most insur-
ance companies limit their time frame for realizable benefits from smoking ces-
sation to three to five years; the reimbursable health care costs for the smoker
receiving the benefits must be lower at the end of two years than they are for the
smoker not receiving these benefits (USDHHS, 2000b). Health care providers are
especially attuned to this time frame and may structure health promotion pro-
grams to allow insurance companies to realize short-term benefits while con-
comitantly allowing government purchasers to reap the vastly larger long-term
benefits as well. Since the passing of the Health Insurance Portability and Ac-
countability Act (HIPAA) of 1996, individual rights to information privacy have
hindered attempts to monitor patients to assess long-term benefits of wellness pro-
motion programs, thus confounding attempts at achieving accurate cost-benefit
analyses of program effectiveness.

Despite these barriers, recently, to maintain a competitive advantage and to re-
duce costs, particularly among self-insured employers, commercial insurance com-
panies have begun to focus on health promotion. Health promotion programs have
tended to enhance enrollee retention through enriched satisfaction—an increasingly
important concern in the brutally competitive health care insurance market.

In fact, 100 percent of small, medium, and large health care plans offered a
wellness or health promotion plan as of 2002. Almost all (96 percent) insurance
companies cover a general disease self-management program with a twenty-four-
hour nurse phone line as part of a basic benefit. According to the 2002 Ameri-
can Health Insurance Plans (AHIP) Survey of Health Insurance Plans, major
health insurers offer a range of additional health-promotive programs, including
colorectal, prostate, breast, and cervical cancer screening (91 percent), mam-
mography (90 percent), diabetes screening (98 percent), HIV/AIDS counseling
(87 percent), nutrition counseling (76 percent), and back care and injury preven-
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tion activities (73 percent). Since the 1980s, many insurers have offered rate ad-
vantages for nonsmokers and individuals who maintain a healthy weight.

In addition, 79 percent of insurers cover fitness center activities, 68 percent
cover stress reduction programs, and 64 percent offer health risk appraisal initia-
tives (AHIP, 2002). Some insurers also cover alternative healing methods, such as
chiropractic care, massage therapy, or acupuncture (the insertion of hair-thin needles
into specific points on the body to prevent or to treat disease), when prescribed by
a physician. A recent study (Kaiser Family Foundation and Health Research and
Educational Trust, 2004) found that employer coverage for acupuncture increased
14 percent from 2002 to 2004, with 47 percent of all employers surveyed offering
acupuncture as a covered health benefit, up from 33 percent in 2002. The compo-
nents of these programs vary, however, as does their effectiveness.

Health Plans: Blue Cross and Blue Shield

Health plans, such as Blue Cross and Blue Shield or Group Health Cooperative
of Puget Sound, are organizations that insure the health care for a defined pop-
ulation, usually by employing managed care techniques. These techniques are de-
signed to improve the health of a defined population and the health care quality
and to coordinate medical care and its costs. Managed care approaches used by
health plans include benefit design, prevention and early treatment programs,
provider credentialing and network design, health care quality improvements, co-
ordination of care across multiple providers, disease management programs, uti-
lization review, and restricted formularies and generic drug substitution programs
(Manley, Griffin, Foldes, Link, & Sechrist, 2003). According to the 1997 and 2000
national surveys of a random sample of health plans conducted by the American
Association of Health Plans, impressive gains have been made in encouraging to-
bacco cessation, including community-based tobacco control, as described fur-
ther in Chapter Nine. For example, 59 percent of plans provide full coverage for
at least one type of pharmacotherapy used for smoking cessation, such as bupro-
pion or nicotine replacement therapy (NRT). These gains have been supported
by the collection of HEDIS measures on tobacco counseling.

Blue Cross and Blue Shield are nonprofit health plans that have loosely affil-
iated with one another (and are known collectively as Blue Cross Blue Shield
[BCBS]). BCBS governs a network of more than eighty-eight million people, one
out of every three Americans; offers forty plans in fifty states, the District of Co-
lumbia, and Puerto Rico; processes the majority of Medicare claims, at an esti-
mated $200 billion dollars per year; and contracts with more hospitals and
physicians than any other insurer (Blue Cross Blue Shield, 2005). The BCBS fed-
eral health plan is the largest privately underwritten health insurance contract in
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the world, with more than 50 percent of all federal employees and retirees en-
rolled (Blue Cross Blue Shield, 2005). In response to cost pressures, since 1993
BCBS plans in twenty-eight states have begun to join together to form single cor-
porations to pool resources, creating for-profit subsidiaries, forming alliances with
for-profit enterprises, or dropping their nonprofit status altogether and going pub-
lic (Consumers Union, 2001).

To many, Blue Cross and Blue Shield plans are the insurers of last resort. Blue
Cross contracts with local hospitals to cover members at a set reimbursement
schedule. To the client, Blue Cross provides first dollar, first day coverage. Blue Shield
plans are nonprofit medical contracts for physician services. Members are reim-
bursed for those services according to a preset schedule. The two plans comple-
ment each other.

Blue Cross Blue Shield has formed HMOs, preferred provider organiza-
tions (PPOs), point-of-service (POS) plans, health savings accounts, and govern-
ment health care plans, including a Medicare managed care network, and offers
free health care benefits to eligible uninsured children through the “Caring Pro-
gram for Children,” which is financed through matching funds from forty BCBS
plans (Blue Cross Blue Shield, 2005). BCBS has developed integrated delivery
systems to partner with hospitals and physicians so that clients may move more
easily from one level of care to another.

BCBS has in some cases developed model benefits for preventive screenings,
as well as disease and chronic case management initiatives that promote educa-
tion to improve consumers’ ability to make informed health care decisions. Be-
cause so large a percentage of health care costs result from lifestyle behaviors
(McGinnis & Foege, 1993), personal health practice changes can serve as cost reg-
ulators for the majority of preventive care dollars. Preventive services covered by
BCBS in full (not subject to a deductible), include well-child visits, adult routine
physicals, immunizations, mammograms, pap smears, and prostate cancer screen-
ing. Health programs may also offer discounts on gym memberships, nutrition
and fitness programs, or health fairs and community events promoting wellness
as an adjunct to Web-based health assessment tools and personalized support for
individuals with chronic conditions such as diabetes, heart conditions, or cancer.

Federal Insurance Programs

The federal government’s health insurance programs include Medicare; Medic-
aid; the Federal Employees Health Benefits Program; TRICARE, for the armed
services; Veterans Health Administration medical care; and the Indian Health
Service. The Centers for Medicare and Medicaid Services is responsible for man-
aging Medicare and Medicaid and also the State Children’s Health Insurance
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Program, spending over $360 billion a year buying health care services for these
beneficiaries (USDHHS, 2005b).

Medicare is a federally administered program that provides hospital and med-
ical insurance protection to 97 percent of persons age sixty-five years of age and
older, disabled persons younger than age sixty-five who receive cash benefits under
Social Security or Railroad Retirement programs, persons of all ages with chronic
kidney disease, and some aliens and federal civil service employees who pay a
monthly premium. The benefit package, administration, and payment methods
were modeled on the private sector insurance plans prevalent in the 1960s, such as
Blue Cross Blue Shield and Aetna’s Plan for Federal Employees (Ball, 1995). In
2003, Medicare financed about 17 percent of the nation’s health care spending
(CMS, Office of the Actuary, 2003). For the portion of the working population
covered by Social Security, Medicare provides compulsory hospitalization insur-
ance (Part A) and voluntary supplementary medical insurance (Part B); Part B
helps to pay for physicians’ services, other medical services, and supplies not cov-
ered by the hospitalization plan.

Managed care plans serve Medicare beneficiaries through three types of con-
tracts: risk plans, cost plans, and health care prepayment plans (HCPPs). Medicare
pays risk plans a per capita (per person) premium set at approximately 95 percent
of the projected average expenses for a fee-for-service beneficiary living in the
same county as the Medicare beneficiary. Risk plans must provide all Medicare-
covered services, and most plans offer additional services, such as prescription
drugs and eyeglasses. Risk plans have enrolled about 75 percent of Medicare man-
aged care participants (De Lew, 2000). Cost plans are paid a predetermined
monthly amount per beneficiary, based on a total estimated budget. Cost plans
must provide all Medicare-covered services but do not provide the additional ser-
vices that most risk plans offer. HCPPs are paid similarly to cost plans but cover
only a part of the Medicare benefit package, excluding inpatient hospital care,
skilled nursing, hospice, and some home health care.

From 1990 to 2000, enrollment increased in Medicare HMOs, from 1.82 mil-
lion to 6.19 million (about 16 percent of the Medicare population), paralleling a
similar trend toward increased HMO enrollment among non-Medicare enrollees
(De Lew, 2000). Enrollment has declined over the past several years as the appeal
of managed care has diminished.

Since its inception in 1965, the Medicare program has been reluctant to re-
imburse for preventive services because they are generally seen as predictable and
do not lower reimbursement costs (Schauffler, 1993); however, at present it cov-
ers a one-time preventive physical exam; mammography and colorectal, cervical,
and prostate cancer screening; cardiovascular screening (for cholesterol and other
blood lipid levels); flu, pneumococcal, and hepatitis B vaccinations; bone mass
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measurements (for those at risk for osteoporosis); diabetes screening; and glau-
coma tests. Some of these services require payments of a deductible, however
(CMS, 2005d). To fill the gaps in preventive services, 29 percent of fee-for-service
Medicare beneficiaries supplement their Medicare benefits with private insurance
(usually known as MedSup or Medigap policies), whereas only 7 percent of risk
HMO beneficiaries have a Medigap policy (De Lew, 2000). Among the most com-
mon forms of Medicare supplemental insurance (disability income insurance,
long-term care insurance, and dental expense insurance), only dental insurance
supplies and encourages preventive care (such as X-rays and cleanings). Yet
Medicare’s involvement in quality assurance for hospitals, nursing homes, and
other health care settings allows it to play an important role in setting the agenda
for health education as a preventive tool for disease avoidance in at-risk popula-
tions (De Lew, 2000).

Medicaid, administered by each state according to federal requirements and
guidelines, is financed by both state and federal funds. Over its forty-year history
it has provided medical assistance to persons who are eligible for cash assistance
programs, such as Aid to Families with Dependent Children (AFDC) and Sup-
plemental Security Income (SSI). Medicaid benefits may also be available to per-
sons who have enough income for basic living expenses but cannot afford to pay
for their medical care. Today it continues to be a safety net for the health and long-
term care needs of forty million low-income, elderly, or disabled Americans. It is
a source of insurance for more than one in seven Americans, and accounts for 15
percent of national health care spending. It is the major source of federal financial
assistance to the states, accounting for 40 percent of all federal grant-in-aid pay-
ments (Urban Institute, 2000). Adults and children in low-income families make
up 73 percent of Medicaid enrollees but absorb only 25 percent of Medicaid
spending. The elderly and disabled account for the majority of spending, largely
due to their intensive use of acute care services and the costliness of long-term
care in institutional settings.

The majority of Medicaid spending is for beneficiaries with modest incomes:
33 percent of the program spending is on behalf of those with incomes of $10,000
or less (Mulligan, 2005). Spending for enrollees therefore has important ramifica-
tions for the health system as a whole. Special payments for rural, inner-city, and
teaching hospitals and other safety net providers help to guarantee access to care
for all the population groups who live in medically underserved areas. Mandated
preventive services include periodic screening and family planning for children
younger than twenty-one years of age, as well as cancer screenings (for example,
of the cervix).

The Federal Employees Health Benefits Program (FEHB) provides voluntary
health insurance coverage for about 88 percent of all 8.6 million active and re-
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tired federal employees (Office of Personnel Management, 2005). Employees
choose among three competing types of health plan: (1) government-wide plans,
(2) employee organization plans sponsored by employee organizations or unions,
and (3) comprehensive medical plans, or HMOs. FEHB is jointly financed by the
government, which covers 72 to 75 percent of premium costs, and by enrollees,
who pay the remaining 25 to 28 percent.

TRICARE (formerly CHAMPUS) provides health care for active duty mili-
tary personnel whose orders do not specify a period of thirty days or less and their
dependents, retired and former military personnel entitled to retainer or retire-
ment pay or the equivalent and their dependents, and dependents of deceased
members of the U.S. armed forces.

The Veterans Health Administration of the U.S. Department of Veterans Af-
fairs (VA) (2005) operates 1,300 sites of care for individuals who served honorably
in the armed forces. Under the Veterans’ Health Care Eligibility Reform Act of
1996, Veterans Health Administration medical centers may negotiate with man-
aged care entities to provide health services, thus increasing the options for pre-
ventive services. Under Public Law 104-262 provisions, the VA has the authority
to furnish health promotion and disease prevention services and primary care and
has flexibility to provide outpatient treatment, hospital care, and other means of
care in the most efficient way possible.

The Indian Health Service, an agency within the Department of Health and
Human Services, provides medical care and health services for approximately 1.5
million American Indians, including Alaska Natives, who belong to more than
562 federally recognized tribes in thirty-five states (USDHHS, 2005a). The In-
dian Health Service was among the earliest entities to enact smoke-free health
care settings, finding that daily cigarette consumption among clients decreased
after implementation of the policy (Hodge, 1999).

Worksite-Based Health Insurance

Three out of every five nonelderly Americans receive employer-based health insur-
ance, often including preventive health care, either from their own or another fam-
ily member’s job. Economic downturns, combined with less workplace insurance
coverage of workers’ families, however, can reduce that coverage, with serious con-
sequences for the health of employees and their families. Between 1999 and 2002,
a period of economic downturn, the share of Americans with employer-provided
health insurance from either their own or a family member’s job fell, from 71.7
percent to 61.6 percent. In 2002, employer-based insurance covered fewer low-
wage workers than high-wage workers (47.3 percent and 89.7 percent, respectively)
and fewer workers in small firms than workers in large firms (65.5 percent versus
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77.9 percent). Among low wage workers, fewer than two in five had employer-pro-
vided health insurance. Some families live without health insurance; others turn to
the Medicaid system, SCHIP in particular, to cover their children. The health con-
sequences for the uninsured are particularly acute for low-wage African American
and Latino families (Center for Economic and Policy Research, 2004).

Managed Care

Managed care is a system that integrates the financing and delivery of appropri-
ate health care services to covered individuals; it has served as an important re-
cent influence on the provision of preventive services. Generally, as described
earlier in this chapter, it includes four elements: (1) arrangements with selected
providers to furnish a comprehensive set of health care services to members,
(2) explicit standards for the selection of health care providers, (3) formal programs
for ongoing quality assurance and utilization review, and (4) significant financial
incentives for members to use providers and procedures covered by the plan
(AHIP, 2002). The two broadest arrangements for financing and delivery are fee-
for-service indemnity arrangements and prepaid health care. Under fee-for-service
indemnity arrangements the consumer incurs expenses for health care from
providers whom she or he selects. The provider is reimbursed for covered services
in part by the insurer and in part by the consumer, who is responsible for the
amount not paid by the insurer. Under indemnity arrangements the provider and
the insurer have no relationship beyond adjudication of the claim presented for
payment, nor is there a mechanism for integrating the care the consumer may re-
ceive from multiple providers (CDC, 2002).

Although the field is changing rapidly, four traditional and one emerging man-
aged care forms predominate: (1) health maintenance organizations (HMOs),
(2) preferred provider organizations (PPOs), (3) exclusive provider organizations
(EPOs), (4) point-of-service (POS) plans, and (5) health savings account, or flexible
savings account, plans. Managed care structures are financed under either risk or
capitation approaches. A risk contract is generally negotiated between an HMO (or
a competitive medical plan, a federal designation for a plan that operates similarly to
an HMO) and an entity such as the CMS or an employer. The HMO agrees to
provide all services to enrolled members on an at-risk basis for a fixed monthly fee.
Capitation is a negotiated amount that an entity such as an HMO pays monthly
to a provider whom the enrollee has selected as a primary care physician.

HMOs. The Health Maintenance Organization Act of 1973 committed the fed-
eral government to a time-limited demonstration of effort toward and support of
HMO development. The Act defines HMOs as entities that provide basic health
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services to their enrollees, using prepaid enrollment fees that are fixed uniformly
under a community-rating system, without regard to the medical history of any
individual or family. The HMO provides comprehensive and preventive health
care benefits for a defined population, and the consumer of an HMO agrees to
use the HMO’s providers for all covered health care services. The HMO agrees
to provide all covered health care services for a set price—the per person premium
fee. The consumer must pay any additional fees (copayments) for office visits and
other services used. The HMO also organizes the delivery of this care through
the infrastructure it builds of providers and through the implementation of sys-
tems to monitor and influence the cost and quality of care.

HMOs generally are also subject to capitation. The provider is responsible
for delivering or arranging for the delivery of health care services required by an
enrollee. However, the capitation is paid whether or not the physician has pro-
vided services to an enrollee. In this way the health care provider shares with the
HMO a portion of the financial risk for the cost of care provided to enrollees
(CDC, 1995).

An HMO is generally arranged as one of five kinds of service structures: (1)
staff (the HMO contracts with solo salaried physician practices), (2) group (the
HMO pays a per capita rate to a physician group), (3) network (the HMO con-
tracts with two or more independent group practices, paying a fixed monthly fee
per enrollee), (4) independent practice association (IPA) (the HMO contracts with
individual physicians or associations of private physicians on a per capita rate, flat
retainer system, or negotiated fee-for-service rate), or (5) mixed (the HMO uses a
combination of two or more of these models).

In the current U.S. health care system, the HMO is the insurance vehicle best
structured to encourage prevention. Over 95 percent of HMOs cover health-
promotive services, including health education about diet, physical activity, and
medication use (AHIP, 2002). Persons enrolled in staff-model health maintenance
organizations are more likely to be offered health promotion programs—such as
cholesterol or blood pressure screening, weight control, stress management, and
smoking control—by their plan or physician than are persons enrolled in an in-
dependent practice association or indemnity plan (IOM, 2000b).

PPOs. The preferred provider organization is a variant of the fee-for-service in-
demnity arrangement, wherein the PPO contracts with providers in the commu-
nity to deliver covered services for a discounted fee. Providers under contract are
referred to as preferred providers. The PPO gives consumers greater freedom than
the HMO does in choosing providers, but like the HMO, it tries to achieve sav-
ings by directing clients to providers who are committed to cost-effective delivery
of care. PPOs have contracts with networks or panels of providers who agree to
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provide medical services and to be paid according to a negotiated fee schedule.
Enrollees generally experience a financial penalty if they choose to get care from
a nonaffiliated provider, but that option is available.

EPOs. The exclusive provider organization, too, is similar to the HMO, but the
member must remain within the network to receive benefits. It uses primary physi-
cians as gatekeepers, often capitates providers, has a limited provider panel, and
uses an authorization system and other features of the HMO. EPOs are regulated
under insurance statutes and are not governed by most state and federal HMO
regulations in states where they are allowed to operate (Kongstvedt, 1993). As a
result, certain health conditions may not be covered by an EPO.

POS Plans. Point-of-service plans combine characteristics of both HMOs and
PPOs and use a network of contracted participating providers. Enrollees select a
primary care physician who controls referrals to medical specialists. If care is re-
ceived from a plan provider, the plan member pays little or nothing out of pocket;
care provided by nonplan providers is reimbursed by fee-for-service or capitation
arrangements, and members pay higher copayments and deductibles. Financial
incentives are used to avoid provider overuse. About 89 percent of POS plans
cover adult physical examinations (AHIP, 2002).

HSAs and FSAs Health savings accounts (HSAs), or flexible savings accounts
(FSAs), are the latest in a continually expanding portfolio of consumer-directed
health care products. They are becoming increasingly popular with consumers
who demand flexibility to fit their particular health care needs. These plans were
created by the 2003 Medicare Modernization Act (CMS, 2003) to allow con-
sumers to save money tax free and apply withdrawals to health expenses. The ac-
counts may require the purchase of a high-deductible health insurance plan;
money in the accounts may be used for health expenses subject to the deductible.
Many employers consider these accounts a way of shifting more of the rapidly
rising medical costs to workers; generally, younger and healthier workers con-
tribute to these accounts.

Managed Behavioral Health Care. The mental health and substance abuse ben-
efit packages that cover most privately insured Americans typically involve some
form of managed care. A majority of conventional PPO and HMO plans cover
mental health and substance abuse treatment programs (AHIP, 2002). Approxi-
mately 170 million Americans who have either commercial or public insurance
coverage for mental health and substance abuse have this coverage through a
managed behavioral health care organization (American Managed Behavioral
Healthcare Association, 2005).
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Some insurance companies are devoted to this area and other insurers offer
carve-out behavioral health care insurance to their clients in addition to their regu-
lar insurance offerings. The response to these carve-outs has been positive, leading
to considerable growth in this field. Three core methods are used to manage be-
havioral health care. In principle these methods are similar to those used to man-
age medical care; however, because of unique characteristics of the client groups
served, their implementation differs. The three methods are (1) managed benefits,
which are designed to control care use and expenditures through, for example,
gatekeepers who authorize care; (2) managed care, which limits the authorization
of benefits for reimbursement to necessary and appropriate care delivered in the
least restrictive, least intrusive setting by a qualified provider; and (3) managed
health, which offers health advisers, individual health risk assessments, self-help
groups, crisis debriefing services, and outreach programs to frequent users of health
care services (Freedman & Trabin, 1994). A series of rigorous, federally funded
studies has begun to develop best practices for managed care organizations and
worksites to use when integrating their behavioral health (particularly substance
abuse) and health promotion programs (Galvin, 2000).

Workers’ Compensation

All state legislatures have enacted workers’ compensation, or statuary disability
benefits—laws that provide health insurance coverage for employees who are in-
jured or become ill while on the job during the course of employment (Shouldice,
1991). Benefits are established by state laws and include all reasonable medical
care, rehabilitation services necessary to return the injured employee to work, and
partial repayment of lost wages. Funds for workers’ compensation come from em-
ployers and state and local taxes. To promote health and therefore save money,
safe environments—for example, those with educational programs, safety inspec-
tions, and counseling on safe work practices—are emphasized. Workers’ com-
pensation stress-related claim prevention and management is another emerging
area for managed behavioral health care.

World Bank

The World Bank, the name by which the International Bank for Reconstruction
and Development has come to be known, is a specialized agency of the United
Nations that provides loans to countries for development projects. Its affiliate, the
International Development Association, makes loans to less developed member
countries on a long-term basis at no interest.

The World Bank, concerned with the worldwide increases in the cost of
health care and the inequities in access, has devoted one of its annual world
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development reports to health (World Bank, 1993). The report highlights the im-
portance of intersectoral actions to improve the enabling environment (for ex-
ample, the educational system) for health. It stresses the need for greater efficiency
in the distribution of resources within the health care sector, emphasizing the most
cost-effective interventions for conditions responsible for the greatest burden of
suffering in each country. It also encourages reform to improve the efficiency of
interventions that had passed the test for effectiveness. Importantly, the report
stresses that good health, sound nutrition, reproductive policies, and effective
health services are critical links in the chain of events that allow countries to break
out of low economic growth and the vicious cycle of poverty, poor health, and
declining health. These findings could have considerable influence on the devel-
oping economies of the world.

Pharmacological, Botanical, and Biotechnological Industries

The pharmacological industry is a major force in health care, with a worldwide
market of $491.8 billion in sales (IMS Global, 2004). The largest U.S. firms in-
clude: Pfizer, Johnson & Johnson, Merck, Abbott, and Bristol-Myers Squibb. Ad-
ditionally, generic biologics, a category that includes vaccines, blood products,
biotechnology products, and gene therapy, are estimated to have reached $30 mil-
lion in sales in 2003, with growth expected at 135 percent to 2010, at which point
the market will be $12 billion worldwide (Datamonitor, 2004). The top-selling ther-
apeutic categories in the United States in 2004 were cardiovascular ($6.179 billion
in pharmaceutical sales), central nervous system ($5.792 billion), alimentary ($4.66
billion), and respiratory ($2.82 billion) (IMS Global, 2004). Although mainly ori-
ented toward tertiary prevention, the pharmaceutical industry does contribute to
primary prevention through the development of drugs for such conditions such as
hypercholesterolemia and osteoporosis and needs such as weight reduction.

The entry of pharmaceuticals into the market is restricted by the Food and
Drug Administration (FDA) in the United States and by equivalent agencies in
other countries. The FDA’s ability to conduct postmarketing surveillance of phar-
maceuticals’ effects has been a source of considerable contention of late, with the
forced removal from the market of several popular drugs.

The estimated $70 billion worldwide biotechnology market (IMS Global,
2003) is also growing. Biotechnology is a collection of technologies that focus on
the cellular and molecular processes of living organisms. To date, more than 200
million people worldwide have received more than ninety biotechnology drug
products and vaccines approved by the FDA, with more than 400 biotechnology
drug products currently in trials and thousands more in clinical development
each year (Frost & Sullivan, 2005). Companies in this industry produce genetic
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screening tests (for example, for locating mutations in the breast cancer suscepti-
bility genes BRCA1 and BRCA2 or mismatch repair genes), detection and diag-
nostic products (for example, for detecting cervical cancer), and pharmaceuticals
(oftentimes using recombinant DNA technology or developing compounds that
act within the cell) (Weber, 1997).

The United States continues to dominate the biotechnology market, in terms
of both the number of companies in the sector and research and development
spending. The latest data (IMS Global, 2003) show that 63 percent of biophar-
maceutical development work is done in the United States, compared with 25 per-
cent in Europe and 7 percent in Japan.

Biotechnology companies are also discovering the functions of human genes,
as is the U.S. Human Genome Project. The genetic testing products produced by
this industry in particular pose ethical quandaries for health care professionals.
Questions about the sharing of genetic information with health and life insurance
companies and managed care companies are the most pressing at present. The
optimal process a health care professional might use to share genetic information
with clients, and how that process might encourage behavioral change, also re-
mains uncertain, as discussed further in Chapter Seventeen.

Complementary and Alternative Medicine

More than 40 percent of U.S. adults report using some form of complementary
and alternative medicine (CAM), including prayer for health reasons, deep breath-
ing exercises, chiropractic, and acupuncture (described further in Chapter Four).
Although prayer for health reasons is the most commonly used CAM (53 percent
of all women and 36.4 percent of all men; Barnes, Powell-Griner, McFann, &
Nahin, 2004), an estimated fifteen million adults take herbal remedies or high-
dose vitamins along with prescription drugs. Total visits to CAM providers each
year exceed those to primary care physicians, adding up to an annual out-of-
pocket cost for CAM exceeding $27 billion. Many hospitals, managed care plans,
and conventional practitioners are incorporating CAM therapies into their prac-
tices, and schools of medicine, nursing, and pharmacy are beginning to teach
about CAM (IOM, 2005, p. 1).

Medicinal herbs (plants used for their effects on the body) are central to CAM
approaches. Some medicinal herbs (defined here more generally as useful plants)
that have been assessed for their effects on health include chili peppers (Capsicum),
cranberries (Vaccinium macrocarpon), evening primrose oil (Oenothera biennis),
garlic (Allium sativum), onion (Allium cepa), ginger (Zingiber officinale), licorice
(Glycyrrhiza glabra), St. John’s wort (Hypericum perforatum), and valerian
(Valeriana officinalis) (Fugh-Berman, 1996).
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Considerable controversy exists, however, about the methodological strength
of the evidence supporting the effects of herbal and other complementary med-
ical approaches on health promotion and their cost effectiveness relative to con-
ventional medical protocols ( Joyce, 1994; Ernst, 1994; Sewing, 1994). The
Institute of Medicine has thus recommended that investigators use and develop
as necessary common methods, measures, and standards for the generation and
interpretation of evidence necessary for making decisions about the use of CAM.
This challenge will require considerable monetary investment by federal agencies
such as the National Center for Complementary and Alternative Medicine. Ad-
ditionally, the IOM suggests strengthening the Dietary Supplement Health and
Education Act of 1994 (in which the FDA is authorized to establish good manu-
facturing practice regulations specific to dietary supplements); increasing the in-
tegration of CAM with conventional medicine in research, training, credentialing,
and practice; training scientists and clinicians in CAM; and developing infra-
structure (for example, within the Department of Veterans Affairs) (IOM, 2005).

Strategies for Health Promotion in the Policy Context

Health care professionals may adopt a variety of strategies to promote the health
of populations. A strategy of policy change, the context of which was explored
in this chapter, may be pursued concomitantly with or subsequent to other strate-
gies discussed throughout this book.

In its most rational form the policymaking process proceeds from goal deter-
mination to needs assessment and the specification of objectives, to the design of
alternative courses of action, to the estimation of consequences of alternative ac-
tions, to the selection of a course of action, and to implementation and evalua-
tion, with a feedback loop to the goal-setting stage (see Mayer & Greenwood,
1980, for a summary). Concurrently, the policy process may be seen as a “general
course of action or inaction rather than specific decisions” (Heclo, 1972, p. 85),
ruled by forces that are fluid and unpredictable (Hacker, 1996). The strategies de-
signed to influence policy must therefore consider both its rational and its emer-
gent processes.

The various tactics the health care professional undertakes are also part of a
dynamic process, both directing—in pursuit of a larger aim—and directed—by
those affected or potentially affected by the policy change. The first step in this
process is building agendas, identifying problems in terms of pressing social is-
sues, and developing a solution that incorporates the interests of affected groups.
Second, the problems are defined by their prevalence, location in society, and im-
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portance. Their causes are detailed, and appropriate interventions are developed
to ameliorate them. In this context the use of social science methodology is cen-
tral. Policy options are selected, and proposals advocating particular choices are
advanced to an involved policy leader. Methods of policy persuasion, critical to
influencing a choice, include determining the objectives of the persuasion (in writ-
ten or oral form), diagnosing the audience (particularly gauging the degree of hos-
tility to the idea), and tailoring the objectives to the audience. Concomitantly,
health care professionals develop a political strategy grounded in current realities
through contact with interest groups, legislators, and others who wield power over
the decision-making process and who can assist in the successful development and
implementation of policy and its evaluation.

The target of the health care professional’s influence determines the role the
professional chooses to play in effecting this change. These roles include indirect
involvement, such as identifying and communicating information from different
sources; consultation through advocacy, such as citizen participation and coali-
tion organization; and direct involvement, such as passing referenda and citizen
initiatives and seeking political appointment and public office (Mico, 1978;
Simonds, 1978).

Summary

Given the varied contexts, both political and economic, for health promotion, the
health care professional has a number of avenues along which to press for change,
particularly for policy change. Within these complex contexts, where interests and
exchanges are multiple, the health care professional may seek to affect one or sev-
eral interrelated levels.

He or she may seek to advocate for changes in federal, state, local, or inter-
national legislation; in a regulation or a policy; or in accreditation standards. He
or she may consider organizing coalitions with other voluntary or professional
groups to push for change in the definition and practice of health promotion or
to increase health-promotive practice in underserved community groups. He or
she may share information with others about strategies for implementing Healthy

People 2010. He or she may organize client groups to advocate for change in
Medicare or Medicaid reimbursement policies for health-promotive care. He or
she may run for political office on a platform supporting both quality and cost
outcomes in health care or backing provisions to protect the findings of genetic
testing. The contexts for health promotion are rich with possibilities for change.
Further discussion of these roles is found in the next chapters.
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AGENTS FOR HEALTH PROMOTION
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Y

We are confronted by the inability of our current health care system to ad-
dress the needs of our diverse public. While recognizing failed attempts to

recreate a system to provide health care for all, we are mindful of the profound
disparities that persist and deepen, isolating groups from each other; the ever in-
creasing diversity of our population; the capacities of our health care system to
advance care through technology; and the complexities of seeking appropriate
and acceptable care. The challenges of new roles, altered relationships, and
changes in the power structure continue. The unanswered questions become more
frustrating as the gap between those who have and those who have not widens.
Health care professionals are redefining themselves within a system of care where
the key terms are competence, outcomes, regulation, cost containment, and care management.

A commentary by Ed O’Neil (2005), director of the Center for Health Profes-
sions, points out five trends that have been noted for years but that health care fu-
turists must still consider in realizing a newly configured system: individual
responsibility for the financing of health care, consumer revolution for reform,
mass customization of care, embracing of technology, and a radically different
utilization of the health care workforce. With little expectation that a national
health insurance program will come to be, and with the burden on employers
caused by the current reliance on employer-supplied health insurance, other ap-
proaches, like health savings accounts, for financing health care will take prece-
dence. Given this forecast of a greater reliance on direct financial contributions
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from individuals for health care, it is expected that consumers who pay more for
their health care benefits will demand more control over how these resources are
spent for what they want. The current failures of our individualized but yet highly
variable approach to the delivery of health care have resulted in “making Amer-
ican health care expensive, unsafe and unsatisfying” (O’Neil, 2005). Mass cus-
tomization of care would focus on greater efficiency, innovation, and customer
input. The history of health care delivery includes a varied relationship with the
public. Despite our many successes, it is suggested that in some of our past at-
tempts to affect the health behavior of others, health care professionals have
created or exacerbated a number of undesirable developments. Care manage-
ment technology will require the merging of biotechnology (biotech) and infor-
mation technology (infotech) to meet the new health care arrangements demanded
by consumers. Finally, a radically different configuration of the workforce will be
used to carry out these trends in the future.

Although the evolving health environment requires the maintenance of clinical
excellence, it also beckons us to examine our professional responsibilities, cultural
proficiencies, ethical standards, personal biases, outreach skills, and community-based
strategies for service. As a community of health care professionals, how well-equipped
are we to personally and collectively participate in the process of our own behavioral
change? Are we capable of approaching a restructuring of power collaboratively,
with our clients and with each other?

In redefining the health care system we are also reshaping the goal of health
care to embrace health promotion. As we redefine health, are we able to embrace
diversity in our approach to health promotion? As health care professionals still
embedded in an illness-oriented system, we may find the challenge of redefinition
in this new environment an onerous task.

The Next Generation of Agents for Health Promotion

Our paradigm of health promotion will shift when we move from an illness-
oriented perspective of care delivery to a perspective that supports health as an
ideal. Each health care professional reckons with the impact of having been reared
in an educational framework that often understood health as the antithesis of ill-
ness. Health in this view is defined as the state that can be restored and maintained
when illness is treated effectively by the intervention skills of providers. When it
has not been seen as the opposite of illness, health has been viewed as part of an
illness continuum and defined by illness parameters. Shifting to a health promo-
tion continuum requires a new view of health and illness. The health care pro-
fessional becomes a provider of health care, having synthesized health as the new
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framework for practice. The provider views client systems through the lens of
health promotion, allowing for a different interpretation of client patterns, needs,
and system responses. Needs are interpreted from knowledge, skills, and standards
that promote health.

Defining indicators of health necessitates an understanding of the complex-
ity and diversity of the human condition. Research to define and substantiate in-
dicators of health is emerging. Outcome measures are becoming established. The
focus and philosophy underlying the use of skills learned in the disease framework
will not support the provider in the delivery of health promotion care. Health pro-
motion requires a practice that supports the strengths and capabilities of the client,
who also defines and determines health care decisions. The provider remains a
resource and facilitator in this partnership. The client is the expert, and the pro-
vider offers useful and meaningful information and skills that aids the client in re-
alizing health.

Clients may be experiencing frustration, confusion, alienation, and invalida-
tion when they look toward health care professionals for help in using available
services to optimize their health. Some health services may be unfamiliar to clients.
Yet, many clients come to providers with an openness to learn and choose for
themselves. Others, however, may still seek direction from the professional. Cre-
ating paths for direct access to health care professionals and responding to their
varied needs and preferences enables clients to truly be consumers of health care.

Defining Health Care Agents

Who are health care professionals? The Bureau of Labor Statistics (BLS) (2004–
2005b), of the U.S. Department of Labor, compiles the numbers of employed
providers in the health diagnosing and treating occupations (see Table 4.1).

Health services was the largest industry in the United States in 2002, provid-
ing 12.9 million jobs according to the BLS (2004–2005a), including 12.5 million
jobs for wage and salary workers and about 382,000 jobs for the self-employed.
Further, ten out of the twenty occupations projected to grow the fastest are con-
centrated in health services. In terms of new wage and salary jobs created be-
tween 2002–2012, about 16 percent, or 3.5 million jobs, will be in health services,
more than in any other industry.

The health service facilities in which health care professionals are employed
fall into nine segments: hospitals, nursing and residential care facilities, physician
offices, dentist offices, home health care services, offices of other health practi-
tioners, outpatient care centers, other ambulatory health care services, and med-
ical and diagnostic laboratories. About 518,000 establishments make up the
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health services industry. The offices of physicians, dentists, and other health prac-
titioners make up 75 percent of health service establishments. Hospitals, as the
largest employer, make up only 2 percent of all health service establishments but
employ 41 percent of the health care workforce (BLS, 2004–2005a). Table 4.2 de-
scribes how wages and salaries vary among these nine segments of the health ser-
vices industry.

Cost containment is surely influencing the health services industry, as evi-
denced by the increasing emphasis on outpatient ambulatory care, the growing
limitations on services considered unnecessary or low priority, and the simultane-
ous stress on preventive care. This focus on preventive care is expected to reduce
the inevitable cost of undiagnosed, untreated conditions. In the meantime, en-
rollment in various forms of managed care programs, including preferred provider
organizations, health maintenance organizations, and point-of-service plans, con-
tinues to burgeon. Key to the functioning of these programs is controlling costs
through an emphasis on preventive care. Cost effectiveness is also a force behind
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TABLE 4.1. HEALTH DIAGNOSING 
AND TREATING OCCUPATIONS, 2002.

Profession Number Employed

Audiologists 11,000

Chiropractors 49,000

Dentists 153,000

Dietitians and nutritionists 49,000

Occupational therapists 82,000

Optometrists 32,000

Pharmacists 230,000

Physical therapists 137,000

Physician assistants 63,000

Physicians and surgeons 583,000

Podiatrists 13,000

Recreational therapists 27,000

Registered nurses 2,300,000

Respiratory therapists 112,000

Speech-language pathologists 94,000

Source: Data from BLS, 2004–2005b.
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the ongoing integration of delivery systems, mergers, and the combining and
streamlining of financial and managerial functions. A 2002 Deloitte & Touche
survey of hospitals revealed that the number of stand-alone, independent facili-
ties hospitals is expected to decrease (BLS, 2004–2005a). These myriad changes
will continue to be forces that reshape not only the manner in which health ser-
vices are provided but also the disposition of the health care workforce.

Employment in health services continues to grow for many reasons. The de-
mand for health services, especially home health care and nursing and residential
care, will increase as the number of people in the older age groups expands. As
health care technology continues to advance, the survival rate of those affected
by severe illnesses and injuries will increase. New technologies will make it possi-
ble for illnesses previously not identifiable and treatable to be treated. Integrated
health systems and group practices will grow in size and complexity, requiring ad-
ditional jobs in office and administrative support. Industry growth will continue,
resulting from the shift from inpatient care to less expensive outpatient care, in-
fluenced by technological advances and consumer demand. Surely, health service
workers, prepared at all levels of education and training, will continue to be in de-
mand, with emphasis on specialized clinical and administrative positions (BLS,
2004–2005a).
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TABLE 4.2. PERCENTAGE DISTRIBUTION OF WAGE AND SALARY
EMPLOYMENT AND OF HEALTH SERVICES ESTABLISHMENTS.

Establishment Type Establishments (%) Employment (%)

Health services, total 100.0 100.0

Hospitals, public and private 1.9 40.9

Nursing and residential care facilities 11.7 22.1

Offices of physicians 37.3 15.5

Offices of dentists 21.6 5.9

Home health care services 2.8 5.5

Offices of other health practitioners 18.2 3.9

Outpatient care centers 3.1 3.3

Other ambulatory health care services 1.5 1.5

Medical and diagnostic laboratories 1.9 1.4

Source: BLS, 2004–2005a.
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The Challenge of Collaborative 
Partnerships for Health Promotion

Whereas the basic ideas and philosophy of cross-disciplinary work are nothing new,
the acceptance of goals as shared challenges may be. Historically, an uneven dis-
tribution of power has existed among health care professionals, limiting their ca-
pacity to collaborate effectively not only with other providers but also with
consumers. Collaboration rests on the knowledge, skills, and capabilities of each
discipline, and collaborators should be willing to combine efforts for the greater
good of clients, whether individuals, families, groups, communities, nations, or the
global society. Reform of the health care system through collaboration requires
steadfast determination and reexamination of the way health care professionals re-
late to each other and with clients, of the values of each discipline, and of the ex-
pectations of the public. At this pivotal point in its history, health promotion must
reposition and align itself in the new public health (Kickbusch & Payne, 2003), iden-
tify the objectives it has in common with the complementary and alternative med-
icine movement (Hill, 2003), and share power with the public it serves.

In his discussion of how to ground empowering health promotion in day-to-
day practice, Labonte (1994) outlined a series of guidelines, or characteristics, that
can serve as a basis for a collaborative practice. These characteristics involve
legitimacy/power sharing, self-knowledge, respect, and commitment (Exhibit 4.1).
They reflect the necessity for participating partners to explore, expand, and ques-
tion their relationship to personal needs and responsibilities in each partnership.
For a list of inquiries supportive of collaborative partnerships, see Exhibit 4.2.

The New Public Health

As discussed in Chapter Three, Kickbusch (2003) refers to three revolutions in
the new public health. The first revolution addressed sanitary conditions and was
directed at fighting infectious disease. The second focused on the health behav-
ior of the individual, specifically on risks associated with noncommunicable dis-
ease and premature death. The third and most current revolution challenges us
to discover the forces and influences that make people healthy. This perspective
expands our concern to the level of health policy, social conditions, and popula-
tion health. Awofeso (2004) questions what is really new about the new public
health and challenges current public health workers to learn from the past, be
activists in dealing with emerging threats, and work to reform the health pro-
motion framework.
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The Institute of Medicine’s Committee on Educating Public Health Profes-
sionals for the 21st Century has been charged “to develop a framework for how,
over the next 5 to 10 years, education, training, and research in schools of public
health could be strengthened to meet the needs of future public health profes-
sionals to improve population-level health” (Gebbie, Rosenstock, & Hernandez,
2003, p. 3), and to make recommendations for overall improvement in public
health professional education, training, research, and leadership. Public health
professionals represent diverse professional disciplines and are employed to im-
prove health through taking a population focus. Their diversity is reflected not
only in the variety of their disciplines but also in their varied work settings and in
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EXHIBIT 4.1. CHARACTERISTICS 
OF A COLLABORATIVE PARTNERSHIP.

Legitimacy/Power Sharing
Each partner brings an established identity and accountability that is recognized 
by all. All partners must know and acknowledge their relationship to overall power.
Differences in power and status are noted and able to be discussed. Negotiating a
transfer of power and resources takes skill and trust. Some conflict is inevitable and
must be confronted. This redistribution of power is part of the process and a desired
outcome.

Self-Knowledge
Individual partners must know who they are and what they can provide indepen-
dently and in partnership with others. This self-awareness can support the capacity
for continued growth and expanded identity.

Respect
The individual autonomy of all partners is recognized. Differences are explored
within an environment of support. Existing boundaries between partners can be 
examined. All partners value the benefits that can be derived from a cooperative
relationship. Effective communication and negotiation can flow from this core of
esteem.

Commitment
There is inquiry into the objectives of all the partners, but a vision of a shared goal 
is able to replace independent goals. There is an investment in maximizing impact
through joint efforts. From this position comes the motivation and ability to delin-
eate responsibilities and to build in purposeful, ongoing evaluation. All persons feel
responsible for goal attainment. One measure of success is the level of cooperation
that is achieved.

Source: Adapted from Labonte, 1994, 1999.

Gorin.c04  2/14/06  9:12 AM  Page 130



Agents for Health Promotion 131

EXHIBIT 4.2. INQUIRIES THAT 
SUPPORT COLLABORATIVE PARTNERSHIPS.

• Am I able to take an objective inventory of the skills I possess?

• What specific advantages might I gain from entering a collaborative relationship?

• Do I consistently and nonjudgmentally ask my clients about their use of other
therapies?

• Do I feel threatened at the prospect of collaborative work?

• At what point along the “power continuum” do I view my profession residing?

• Do I look toward collaboration as a means to increase legitimacy?

• Do I feel I would have more to give than to get from collaboration?

• Do I feel others have a good understanding of my capabilities?

• Is it difficult for me to participate in mutual goal setting?

• Do I enjoy the role of being a resource and consultant?

• When consulting with others, do I feel patronized or talked down to?

• How frequently am I asked to consult outside my discipline?

• Have my past experiences with collaboration been positive?

• In which areas do I consider myself an expert?

• How consistently do I meet the expectations of my clients?

• Am I adaptable to changing circumstances?

• Do I seek out objective evaluations of my work?

• How capable am I of integrating the feedback obtained from these evaluations?

• Am I often impatient when working in a group?

• Do I frequently refer outside my discipline?

• Do I view myself as a risk taker?

• Am I comfortable with the role of advocacy?

• Which professions am I most comfortable using as resources?

• Am I constantly updating my referral resources?

• How do I view my responsibilities in the area of forming public policy about
health promotion?

• What are my concerns regarding comanaging a client who is using other therapies?
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the numerous kinds of professional activities they perform. Relying predominantly
on an ecological view of health, adapted from the work of Dahlgren and White-
head (1991), the committee designed a guide to thinking about the determinants
of population health (see Figure 4.1).

The committee’s report asserts that an understanding of the theoretical un-
derpinnings of the ecological model is needed to develop research that explains the
pathways for and the interrelationships of the multiple determinants of health. Once
these are understood the public health professional will be able to “address the chal-
lenges of globalization, scientific and medical technologies, and demographic trans-
formations” more effectively (Gebbie et al., 2003, p. 6). As discussed in Chapter
Two, the ecological approach to health permits the development of multiple strate-
gies for influencing health determinants relevant to the desired health outcomes.
The committee recommends a framework based on the ecological model for
strengthening public health education, training, research, and practice. Simply put,
the model recognizes that “the health of individuals and the community is deter-
mined by multiple factors and by their interrelationships” (p. 25) and that the future
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FIGURE 4.1. APPROACH AND RATIONALE: A GUIDE TO 
THINKING ABOUT THE DETERMINANTS OF POPULATION HEALTH.

Source: Gebbie, Rosenstock, & Hernandez, 2003. Adapted from Dahlgren and Whitehead,
1991. The dotted lines denote interaction effects between and among the various levels of
health determinants; Worthman, 1999.
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of public health relies on the education of public health professionals who will be
prepared to shape programs and policies for improving population health.

In addition to the traditional core areas of knowledge—namely, epidemiol-
ogy, biostatistics, environmental health, health services administration, and social
and behavioral sciences—the committee detailed eight content areas that have
become or will become significant to public health and public health education:
informatics, genomics, communication, cultural competence, community-based
participatory research, global health, policy and law, and public health ethics (Geb-
bie et al., 2003). Further, the future direction of public health education will re-
quire the fulfillment of six major responsibilities (p. 9):

1. Educate the educators, practitioners, and researchers as well as to prepare
public health leaders and managers.

2. Serve as a focal point for multi-school transdisciplinary research as well as
traditional public health research to improve the health of the public.

3. Contribute to policy that advances the health of the public.
4. Work collaboratively with other professional schools to assure quality public

health content in their programs.
5. Assure access to life-long learning for the public health workforce.
6. Engage actively with various communities to improve the public’s health.

Integrative Medicine

The Committee on the Use of Complementary and Alternative Medicine by the
American Public (Institute of Medicine [IOM], 2005) acknowledges that integra-

tive medicine is now most frequently defined as health care that integrates conven-
tional medicine and complementary and alternative medicine (CAM) therapies.
The goal of integrative medicine is the delivery of safe and effective care that is
collaborative, interdisciplinary, and respectful of diverse sources of interventions.
As the public is taking a more critical view of conventional health care, CAM has
grown in both popularity and usage. As many as 42 percent of the people in
America are seeking out CAM modalities to address their health concerns, how-
ever, fewer than 40 percent of this group have disclosed that usage to their pri-
mary care providers (p. 13). Although both health care consumers and mainstream
health care professionals have demonstrated interest in using some forms of CAM,
there is little evidence of strong collaborative work between health promotion and
complementary and alternative medicine (Hill, 2003).

In 1992, the U.S. Congress formally established the Office of Unconventional
Therapies; this later evolved into the Office of Alternative Medicine (OAM),
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under the direction of the National Institutes of Health (NIH), to link the alter-
native health care community with federally sponsored research and regulations
and to reduce barriers to bridging alternative therapies to the public. It was antic-
ipated that to gain total integration, with full provider rights and privileges, com-
plementary and traditional providers needed to become interrelated parts of one
system of health care. Further, the safety, efficacy, mechanism of action, and cost
effectiveness of individual alternative treatments would need to be more fully ex-
plored (Eisenberg, 1997). In 1998, the OAM was expanded by Congress, becoming
the National Center for Complementary and Alternative Medicine (NCCAM).
Since that time, Congressional support for NCCAM’s goals has been evident in
ongoing budgetary support. NCCAM is dedicated to “exploring complementary
and alternative healing practices in the context of rigorous science, training re-
searchers, and disseminating authoritative information” (NCCAM, 2000, p. 11).

In the absence of a single recognized definition of CAM, the Committee on
the Use of Complementary and Alternative Medicine by the American Public
chose the following definition to reflect the scope and essence of CAM as used by
the American public: “Complementary and alternative medicine (CAM) is a
broad domain of resources that encompass health systems, modalities, and prac-
tices and their accompanying theories and beliefs, other than those intrinsic to the
dominant health system of a particular society or culture in a given historical pe-
riod. CAM includes such resources perceived by their users as associated with pos-
itive health outcomes. Boundaries within CAM and between the CAM domain
and the domain of the dominant system are not always sharp or fixed” (IOM,
2005, p. 19).

Although no definitive CAM classification system exists, the most widely rec-
ognized taxonomy, proposed by NCCAM (2000), specifies five categories:

1. Alternative medical systems
2. Mind-body interventions
3. Biologically based treatments
4. Manipulative and body-based methods
5. Energy therapies

Alternative medical systems refer to entire systems of theory and practice that
developed apart from conventional medicine, such as Ayurvedic medicine, Chi-
nese medicine, homeopathy, and naturopathy. Mind-body interventions include
practices such as meditation and mental healing. These practices, even though
based in the human mind, affect the human body and physical health. Biologi-
cally based treatments include diets, herbal preparations, and other “natural”
products such as minerals, hormones, and other biologicals. Examples are 
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St. John’s wort and fish oil and specialized diets addressing risk reduction for cer-
tain diseases. The fourth CAM category includes therapies that involve movement
or manipulation of the body, including massage therapy and chiropractic. The
final category, energy therapy, rests on an understanding of interacting biofields.
Energy fields within the body and the surrounding electromagnetic fields outside
the body can be manipulated.

A second approach to classifying alternative modalities, put forth by Kaptchuk
and Eisenberg (2001), is a descriptive taxonomy based on derived philosophy and
underlying theory. Their first category, CAM, consists of professionalized or dis-
tinct medical systems (chiropractic, acupuncture, homeopathy), popular health
reform (specialized diets and dietary supplements), New Age healing methods (qi
gong, Reiki, magnets), psychological interventions, and the use of conventional
therapies in unconventional ways. The second category is made up of population-
specific practices, such as the unique religious or ethnic practices of a cultural
group (Native American traditional medicine, Puerto Rican spirits, folk medicine,
or religious healing) (IOM, 2005).

Partnering with Clients

Most definitions of health promotion include the concept of empowerment, a
concept legitimized by the Ottawa Charter for Health Promotion (WHO, 1986).
Central to all these definitions is the direct relationship between an individual’s
level of health and the amount of perceived control the individual has in life sit-
uations. The scope of the term empowerment has grown beyond individual power
to include an understanding that empowerment is a multifaceted dynamic inter-
change occurring on many levels (Airhihenbuwa, 1994; Labonte, 1994; Waller-
stein, 1992). As we move into the twenty-first century, one focus of public health
is the need to make this concept of empowerment operational (Laverack &
Labonte, 2000).

In its broadest definition, empowerment is a multilevel construct that involves
people assuming control and mastery over their lives in the context of their social
and political environment; they gain a sense of control and purposefulness that
enables them to exert political power as they participate in the democratic life of
their community for social change (Wallerstein, 1992, p. 198). Further, the idea
of the “multidimensionality of empowerment” has led to visualizing empower-
ment as a continuum. This empowerment continuum acknowledges that interventions
at every level (individual, family, group, community, organizational, and political)
have the innate potential to be empowering (Robertson & Minkler, 1994, p. 302).

Empowerment is not limited or defined by the level at which it occurs. The
visualization of empowerment as a continuum can be seen as both a validation
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and a focus for practitioners. It frees up an understanding of the boundless po-
tential of health promotion work. It acknowledges the diversity of approaches
that practitioners at all points in the health-illness continuum use. Interventions
at both the microlevel and macrolevel have the capacity to promote system change
and to affect the overall well-being and health of communities. Any level can be
the starting point for this change process. At a time when the goal is collective ac-
tion and community-based care delivery for the purpose of maximum impact and
cost effectiveness, it seems important to not diminish the empowering effects of
individual-based care. The empowered teenager who seeks out and correctly uses
birth control gains mastery and control over personal destiny. At a different level
on the same empowerment continuum lie the community education and politi-
cal action work needed to secure the clinic this teenager and other classmates may
feel comfortable enough to visit.

In our attempt to incorporate an expanded notion of empowerment, we must
also struggle with reengineering the provider-client relationship. There is a recog-
nition that this new definition of empowerment brings an entirely new set of ex-
pectations. Behaviors and terminologies from a past paradigm are no longer
useful. Beyond the generalized discussions regarding the philosophy of a shared
power base and community partnership comes the real task of operationalizing
this new construct of empowerment. In moving empowerment beyond a theo-
retical focus into an operational agenda, partnerships for health are essential, and
it is necessary to ensure that systems of care and care management are culturally
competent and proficient (Goode & Harrison, 2000). Empowerment, one of cen-
tral tenets of health promotion, requires both health care agents and clients to de-
velop a new skill set. The skills of cultural and linguistic competence and health
literacy assist the agent in navigating the new landscape of health services. Client
health is facilitated through the acquisition of learned skills for self-care manage-
ment. The client, cognizant of health as a personal resource, integrates thera-
peutic health care actions to improve his or her quality of life.

The Health Care System as Context for Health Promotion

The term health care system is a misnomer. The U.S. health care system did not de-
velop systematically, and it essentially does not address the health needs of the na-
tion or is it always caring. There is no overarching framework or identification of
values and assumptions that organizes the settings for care and the delivery of
health services. The ability to pay has been a significant factor in the ability to se-
cure care, leaving those without insurance and overqualified for publicly funded
programs out of the picture. Health care is not for all. Special needs and cate-
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gories dictate eligibility for care. Fragmentation is regarded as the “central feature
of the U.S. health care system” (Shortell, Gillies, Anderson, Erickson, & Mitchell,
1996, p. 1). The dream of seamless care addressing the trajectory of human needs
across the life span is far from a reality because fragmentation and specialization
force clients to direct their own care. Others are simply alienated from health care
services. Health care, rather than being valued as a basic human right and fun-
damental entitlement, is episodically provided within a cost-conscious context.
This illness-driven nonsystem reveals the serious contradictions in the term health

care system and begs rethinking. Rethinking health care means reformulating the
focus of care so that it aims for health and transforming the organization of care
delivery to a more integrated system of health care.

System change is accomplished through individual efforts and social policy.
The individual provider possesses power, and power is enhanced through an ef-
fective partnership with clients. The health care system can be altered to become
more humane, responsive to human needs, and supportive of health—the health
of clients and providers. Creating a dignified environment in which to receive
care, one that is free from smoke, radiation, asbestos, allergens, and other toxic
agents, is an important start. Ensuring that health care is available, accessible, af-
fordable, appropriate, adequate, and acceptable is a challenge for providers and
recipients of care (National Institute of Nursing Research, 1995). The findings of
the U.S. Preventive Services Task Force (1996) suggest that interventions must ad-
dress clients’ personal health practices and that providers and clients should share
in decision making. Further, the task force urges that every opportunity must be
made to deliver preventive services, especially to persons with limited access to
care, and recognizes that community-level interventions must take place. The
health care delivery system can be altered to become the context for health pro-
motion. A collaborative model for changing the health system is recommended.

The health care professional is at the heart of change; the health care profes-
sional is an agent for change. Health care professionals are ideally positioned to col-
laborate with each other and to form alliances with clients to make a positive impact
on the delivery system and on the pressing health care issues of our time. Func-
tioning as an advocate for health means assuming an empowering role. The health
care advocate strives to improve and protect health care and to create an environ-
ment for the promotion of health. At the crossroads of quality and effective care
management, the health care professional advocates efficiency in care management
as well as responsiveness to human needs. The system for care must become a sys-
tem for health care, emphasizing the value and necessity of promoting health as
well as representing health through the system’s own image and actions.

This challenge does not deny the importance of autonomy and individual-
ity; rather, it calls for an increase in solidarity, support for the common good, the
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fostering of other-directedness, and the development of community. Reform
means the promotion and protection of health for all—a health care delivery sys-
tem that enables health care professionals to become health care professionals and
is in fact a system for health care. Central to this set of beliefs is the idea that the
system is centered on persons and communities, not developed for providers and
organizations. Clients are engaged as full partners with health care professionals in
the mutual process of re-creating health care.

The present health care delivery system must be altered to provide the con-
text for health promotion. Health cannot be a realistic goal without a system to
support it. Health care for all will remain an unfulfilled dream unless the practice
environment supports the providers of health care in delivering health promotion
services.

Changing Systems for Health Promotion

The health promotion movement has emphasized an eclectic and multidiscipli-
nary approach (WHO, 1984), and it has been difficult to establish benchmarks for
evidence-based health promotion practices. The current research milieu empha-
sizes traditional, or Western, research standards, which involve studying outcomes,
but it is often difficult to isolate the outcomes of health promotion. Health pro-
motion is about change that occurs on a continuum from individuals to popula-
tions, and mixed approaches to practice are commonplace. McQueen’s (2001)
solution for this dilemma is that “rather than retreating to limited rules for what
constitutes evidence, there is a need to look toward analytical frameworks that rec-
ognize the complexity of the field” (p. 266). In order to demonstrate its effective-
ness the health promotion movement must develop standards for evidence-based
practice that more fairly evaluate health promotion on its own terms.

Traditionally, health care professionals have been the acknowledged gatekeepers

for the health care system. As identified experts they possess the necessary edu-
cation, skills, and language to successfully negotiate the complexities of the sys-
tem. They start from inside the system and can take an insider’s view. From this
vantage point, health care professionals have become comfortable with a concept
of empowerment in which they are the ones doing the empowering. The timing
and the conditions of sharing power with clients have remained within the active
control of the provider. Past emphasis has fostered the continuation of this
arrangement. “Professionals, as the empowering agent, the subject of the rela-
tionship, remain the controlling actor, defining the terms of the interaction”
(Labonte, 1994, p. 255). The client remains the receiver of this act. Almost auto-
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matically, our language reflects this passive client role. When speaking of a com-
munity, we address its need to “be empowered.” Yet, empowerment has been dif-
ficult to define in terms of outcomes, because it is most easily recognized in its
absence, as powerlessness (Wallerstein, 1992).

Moving beyond this provider-centered view of empowerment means refo-
cusing. It means stretching beyond what may be professional validation to true ac-
ceptance of the client as the expert in his or her own experience. Thus it means
a transfer of knowledge, skills, resources, access, and language, but it extends far
beyond that. Empowerment can occur only in an environment that supports its
existence. “Empowerment is not something that can be given; it must be taken”
(Rappaport, 1985, p. 18). Health care professionals need to learn how to estab-
lish and maintain this empowering environment—an environment in which the
client at all levels sees the potential and value in seizing power.

Organizational Self-Assessment

Health care organizations recognize the necessity of ensuring services for cultur-
ally and linguistically diverse populations. This commitment must be based on a
thoughtful organizational self-assessment, including an analysis of attitudes and
beliefs, practices, policies, and structures, if the organization is to incorporate cul-
tural competence within itself. A determination of client needs, interests, and pref-
erences is required. Some strategies are detailed in Chapter Two. Ultimately, the
goal is the implementation of culturally competent policies, practices, and proce-
dures and, ideally, a strategic organizational plan with “defined short-term and
long-term goals, measurable objectives, identified fiscal and personnel resources,
and enhanced consumer and community partnerships. Self-assessment can also
provide a vehicle to measure outcomes for personnel, organizations, population
groups and the community at large” (Goode, Jones, & Mason, 2002, p. 2). The
values and principles that guide successful self-assessment activities include the
following (Goode et al., 2002, pp. 2–3):

• Self-assessment is a strengths-based model.
• A safe and non-judgmental environment is essential to the self-assessment

process.
• A fundamental aspect of self-assessment assures the meaningful involvement

of consumers, community stakeholders and key constituency groups.
• The results of self-assessment are used to enhance and build capacity.
• Diverse dissemination strategies are essential to the self-assessment process.
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Strengths-Based Approaches. An orientation toward maximizing strengths can
be used to “create targeted policy responses that can identify, enhance, and sus-
tain strengths; follow long-term goals; and prioritize integrated strategies that have
effects that cut across individual, family, and community levels of functioning and
across several specific adversities” (Leadbeater, Schellenbach, Maton, & Dodgen,
2004, p. 25). The characteristics of strengths-based approaches are outlined in
Table 4.3 and contrasted with problem-based approaches.

Cultural Competence and Proficiency. Organization-level change requires sig-
nificant alterations in infrastructure as well as policies and procedures. Cultural
competence at the organization level, just as at the individual level, is an ongoing
developmental process. Exhibit 4.3 displays selected activities of health care or-
ganizations striving to achieve cultural competence and cultural proficiency, two
stages on the cultural competence continuum.

Given the need to carefully consider the values and principles governing
health care organization participation in community engagement, the National
Center for Cultural Competence has designed a checklist (Exhibit 4.4) to guide
cultural and linguistic competence in community engagement. Also, because
health care organizations have structures and policies to govern their partici-
pation in research, few mandate the incorporation of culturally competent and
participatory action designs; therefore the National Center for Cultural Com-
petence has designed a checklist for a culturally competent research agenda (see
Exhibit 4.5).
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TABLE 4.3. PROBLEM-FOCUSED VERSUS 
STRENGTHS-BASED APPROACHES.

Problem-Focused Approaches Strengths-Based Approaches

Correct deficits Build strengths and resources

Have a short-term impact Have a long-term impact

Provide crisis intervention Provide primary prevention

Involve reactive planning Involve proactive planning

Seek end points Incorporate ongoing assessment

Target risks in populations Target variations in risks and strengths of populations

Adapted from Leadbeater, Schellenbach, Maton, & Dodgen, 2004, p. 25.
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Health Literacy. As we attempt to advance health promotion in an environment
of rapid change and chaos, effective communication will lead the advance of
health. “Health literacy ought to be the common 21st century currency we all
share that values health as a central tenet of individual and community life”
(Ratzan, 2001, p. 214). In its narrowest sense, health literacy has been thought of
as the ability of an individual to follow prescribed care directives. However,
broader definitions have now acknowledged that health literacy is a composite of
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EXHIBIT 4.3. SELECTED ACTIVITIES OF HEALTH CARE 
ORGANIZATIONS STRIVING TO ACHIEVE CULTURAL 

COMPETENCE AND CULTURAL PROFICIENCY.

Cultural Competence

• Create a mission statement that articulates principles, rationale and values for
culturally competent service delivery.

• Implement policies and procedures that support practice models which incorpo-
rate culture in the delivery of services.

• Develop structures that allow consumers and other community members to plan,
deliver and evaluate services.

• Implement policies and procedures to recruit, hire and maintain a diverse and
culturally competent workforce.

• Provide fiscal support and incentives for improving cultural competence at the
broad, program and staff levels.

• Dedicate resources to conduct organizational self-assessment.

Cultural Proficiency

• Continue to add to the knowledge base of culturally and linguistically competent
practice by conducting research and developing new treatments, interventions
and approaches for health education.

• Employ staff and consultants with expertise in culturally and linguistically compe-
tent health care practice, health education and research.

• Publish and disseminate promising and proven health care practices and interven-
tions and health education materials.

• Actively pursue resource development to continue to enhance and expand the
organization’s current capacities.

• Advocate with and on behalf of individuals, children, and families from tradition-
ally underserved populations.

• Establish and maintain partnerships with diverse constituency groups, which span
the boundaries of the health care arena.

Source: Goode & Harrison, 2000, p. 5.
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individual and social factors. Health literacy is now believed to comprise a com-
plex mix of reading, writing, numeracy, listening, conceptual knowledge, and oral
speaking skills that are affected by the culture and context of the individual. Fur-
thermore, this expanded vision of health literacy reflects the interrelationship of
health care provider skills and overall societal factors.

The definition of health literacy accepted by both the Institute of Medicine
and Healthy People 2010 is, “the degree to which individuals have the capacity to
obtain, process and understand basic health information and services needed to
make appropriate health decisions” (Ratzan & Parker, 2000; USDHHS, 2000).
In this view, health literacy is acknowledged as those individual and population-
based capacities that foster and empower actions to achieve greater independence
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EXHIBIT 4.4. CHECKLIST TO FACILITATE 
CULTURAL COMPETENCE IN COMMUNITY ENGAGEMENT.

Does the health care organization have

• A mission that values communities as essential allies in achieving its overall goals?

• A policy and structures that delineate community and consumer participation in
planning, implementing and evaluating the delivery of services and supports?

• A policy that facilitates employment and exchange of goods and services from
local communities?

• A policy and structures that provide a mechanism for the provision of fiscal resources
and in-kind contributions to community partners, agencies or organizations?

• Position descriptions and personnel performance measures that include areas of
knowledge and skill sets related to community engagement?

• A policy, structures and resources for in-service training, continuing education 
and professional development that increase capacity for collaboration and part-
nerships within culturally and linguistically diverse communities?

• A policy that supports the use of diverse communication modalities and tech-
nologies for sharing information with communities?

• A policy and structures to periodically review current and emergent demographic
trends to

determine whether community partners are representative of the diverse popu-
lation in the geographic or service area?

identify new collaborators and potential opportunities for community engagement?

• A policy, structures and resources to support community engagement in languages
other than English?

Source: Goode, 2001, p. 6.
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EXHIBIT 4.5. CHECKLIST TO FACILITATE 
THE DEVELOPMENT OF POLICIES, STRUCTURES, AND 

PARTNERSHIPS THAT SUPPORT A CULTURALLY COMPETENT 
RESEARCH AGENDA IN PRIMARY HEALTH CARE.

If the primary health care organization/program conducts or participates in research, does 
it have

• A policy that requires research initiatives to use culturally competent and participatory
action methodologies that include the active involvement of consumers/key stakeholders
in all aspects of research process (e.g. design, sampling, instrumentation, data collection
and analysis, and dissemination)?

• A policy that delineates ethical consideration for conducting or participating in research
initiatives?

• Organizational structures and resources to participate in and/or convene coalitions con-
cerned with the broad range of health, social and environmental issues impacting racially,
ethnically and culturally diverse populations?

• A policy and structures to meet with members of diverse communities and advocate to deter-
mine priority health issues and needs as a basis to develop collaborative research initiatives?

• A policy, structures and procedures to systematically collect, maintain and analyze health
data specific to the racial, ethnic and cultural groups served?

• A policy and practices that support personnel to participate on review boards within uni-
versities, colleges and other organizations engaged in primary health care research?

• A policy, procedures and practices that support reciprocity within a given community that
partners in research initiatives (e.g. economic benefits, employment and other resources)?

• A policy, structures and resources to pursue grants/contracts or collaborate with other or-
ganizations to conduct research initiatives concerned with eliminating health disparities?

• A policy to hire personnel or employ consultants with expertise in conducting research that
uses culturally competent and participatory action methodologies?

• Resources, policies and practices to provide information to consumers and communities
about the benefits of participating or collaborating in research initiatives?

• Policies and structures to help bridge the gap between current research as it impacts
racially, ethnically and culturally diverse groups and clinical practice, including

personnel who periodically survey research studies and emerging bodies of evidence?

a mechanism to examine research findings and their implications for policy develop-
ment, clinical protocols and health education?

policy, structures and practices to conduct health education for consumers on research
findings that impact them and the communities in which they live?

Source: Goode & Harrison, 2000, p. 6.
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in health activities and to triumph over barriers to health (Nutbeam, 2000). The
challenges within health promotion are how to improve our measurement of and
response to health literacy needs for all Americans (Berkman et al., 2004).

The extent of low health literacy is only beginning to be realized. It is esti-
mated that “nearly half of all American adults—90 million people—have diffi-
culty understanding and acting upon health information” (Nielsen-Bohlman,
Panzer, & Kindig, 2004, p. 1). The scope of the problem is evident in varied as-
pects of health care and limits participation and understanding of health trans-
actions. Although the Institute of Medicine report titled Health Literacy: A Prescription

to End Confusion (Nielsen-Bohlman et al., 2004), emphasizes that people with lim-
ited health literacy come from diverse backgrounds, limited health literacy is most
prevalent among older adults, people with limited education, and those with lim-
ited English proficiency (LEP). Low health literacy is further complicated by health
professionals’ use of specialized terminology. When limited literacy and low socio-
economic status are coupled, the capacity to become empowered and engage in
health promotion strategies is severely diminished.

Evidence of the relationship between health literacy and health outcomes is
burgeoning. Further, the IOM report on health literacy points to illustrations of
disparity: people with limited health literacy have decreased ability to share in
health care decision making, exhibit lower levels of adherence to plans of care,
and self-report lower health status. These data suggest an association between
health literacy, health care utilization, and health care costs ((Nielsen-Bohlman et
al., 2004, p. 7) at the system level. To illustrate, compared to adequate health lit-
eracy, low health literacy is correlated with higher rates of hospitalization (Baker
et al., 2002).

Although the challenge of achieving the vision of a health literate America
is considerable, the IOM believes such achievement is possible: “We envision a
society within which people have the skills they need to obtain, interpret, and use
health information appropriately and in meaningful ways. We envision a society
in which a variety of health systems structures and institutions take responsibility
for providing clear communication and adequate support to facilitate health-pro-
moting actions based on understanding” (Nielsen-Bohlman et al., 2004, p. 13).

The U.S. Department of Health and Human Services’ Office of Minority
Health (OMH) has developed recommendations for national standards for cul-
turally and linguistically appropriate services (CLAS) in health care, in order to
ensure that all people entering the health care system receive equitable and ef-
fective treatment (see Exhibit 4.6). The intention of these CLAS standards is to
correct inequities that currently exist in the provision of health services and to
make services more responsive to the individual needs of consumers. Although
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EXHIBIT 4.6. CULTURALLY AND LINGUISTICALLY 
APPROPRIATE SERVICES (CLAS STANDARDS).

1. Health care organizations should ensure that patients/consumers receive from
all staff members effective, understandable, and respectful care that is provided
in a manner compatible with their cultural health beliefs and practices and
preferred language.

2. Health care organizations should implement strategies to recruit, retain, and
promote at all levels of the organization a diverse staff and leadership that are
representative of the demographic characteristics of the service area.

3. Health care organizations should ensure that staff at all levels and across all
disciplines receive ongoing education and training in culturally and linguistically
appropriate service delivery.

4. Health care organizations must offer and provide language assistance services,
including bilingual staff and interpreter services, at no cost to each patient/
consumer with limited English proficiency at all points of contact, in a timely
manner during all hours of operation.

5. Health care organizations must provide to patients/consumers in their preferred
language both verbal offers and written notices informing them of their right 
to receive language assistance services.

6. Health care organizations must assure the competence of language assistance
provided to limited English proficient patients/consumers by interpreters and
bilingual staff. Family and friends should not be used to provide interpretation
services (except on request by the patient/consumer).

7. Health care organizations must make available easily understood patient-related
materials and post signage in the languages of the commonly encountered
groups and/or groups represented in the service area.

8. Health care organizations should develop, implement, and promote a written
strategic plan that outlines clear goals, policies, operational plans, and man-
agement accountability/oversight mechanisms to provide culturally and
linguistically appropriate services.

9. Health care organizations should conduct initial and ongoing organizational
self-assessments of CLAS-related activities and are encouraged to integrate
cultural and linguistic competence-related measures into their internal audits,
performance improvement programs, patient satisfaction assessments, and
outcomes-based evaluations.

10. Health care organizations should ensure that data on the individual patient’s/
consumer’s race, ethnicity, and spoken and written language are collected in
health records, integrated into the organization’s management information
systems, and periodically updated.

11. Health care organizations should maintain a current demographic, cultural, 
and epidemiological profile of the community as well as a needs assessment to
accurately plan for and implement services that respond to the cultural and
linguistic characteristics of the service area.
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designed to address all populations, they also specifically target the needs of those
who experience unequal access to health services.

Given that health care organizations have been slow to develop and imple-
ment policies and structures to guide the provision of interpretation and transla-
tion services, placing the burden of providing such services at the practitioner and
consumer level, a checklist has been designed by the National Center for Cultural
Competence specifically to support linguistic competence (Exhibit 4.7).

Policy Development and Implementation

Creating a health care system for health promotion requires collaboration among
the disciplines and with clients. System change is a process. The process of change
can include instituting policies for health. Developing a new policy, implement-
ing that policy, and evaluating the impact of that policy are phases in the process
of system change (see Exhibit 4.8). The entire process rests on collaboration from
all levels of the system—with individuals working toward a common, beneficial
goal.

Step 1: Approach the Problem. The critical decision to adopt and support a
health promotion environment is the first and most important hurdle. Because the
underlying structure and values of an institution are being challenged, the change
will take time. However, every effort to move toward a healthy system is significant.
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EXHIBIT 4.6. CULTURALLY AND LINGUISTICALLY 
APPROPRIATE SERVICES (CLAS STANDARDS), Cont’d.

12. Health care organizations should develop participatory, collaborative partner-
ships with communities and utilize a variety of formal and informal mechanisms
to facilitate community and patient/consumer involvement in designing and
implementing CLAS-related activities.

13. Health care organizations should ensure that conflict and grievance resolution
processes are culturally and linguistically sensitive and capable of identifying,
preventing, and resolving cross-cultural conflicts or complaints by patients/
consumers.

14. Health care organizations are encouraged to regularly make available to the
public information about their progress and successful innovations in imple-
menting the CLAS standards and to provide public notice in their communities
about the availability of this information.

Source: U.S. Public Health Service, Office of Minority Health, 2000.
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During this step it is most important to become familiar with the facts about health
promotion. Studies that relate to the cost savings from promotion of health are
critical to approaching the problem. Summarizing findings, especially of evalua-
tion studies on the significance of health promotion interventions, creates a body
of knowledge supportive of shifting an institution’s mission to valuing health. The
health care professional becomes a resource for health promotion and informs
other providers at the institution about the efficacy of health promotion inter-
ventions and the significance of improved health for individuals, families, groups,
and communities. It is helpful during this step to hold discussions and conferences
on organizational wellness. Health promotion may be the topic of grand rounds,
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EXHIBIT 4.7. CHECKLIST TO FACILITATE THE 
DEVELOPMENT OF LINGUISTIC COMPETENCE IN 

PRIMARY HEALTH CARE ORGANIZATIONS.

Does the primary health care organization or program have

• A mission statement that articulates its principles, rationale and values for pro-
viding linguistically and culturally competent health care services?

• Policies and procedures that support staff recruitment, hiring and retention to
achieve the goal of a diverse and linguistically competent staff?

• Position descriptions and personnel/performance measures that include skill sets
related to linguistic competence?

• Policies and resources to support ongoing professional development and in ser-
vice training (at all levels) related to linguistic competence?

• Policies, procedures and fiscal planning to ensure the provision of translation 
and interpretation services?

• Policies and procedures regarding the translation of patient consent forms,
educational materials and other information in formats that meet the literacy
needs of patients?

• Policies and procedures to evaluate the quality and appropriateness of interpre-
tation and translation services?

• Policies and procedures to periodically evaluate consumer and personnel satis-
faction with interpretation and translation services that are provided?

• Policies and resources that support community outreach initiatives to persons
with limited English proficiency?

• Policies and procedures to periodically review the current and emergent demo-
graphic trends for the geographic area served in order to determine interpreta-
tion and translation services needed?

Source: Goode, Sockalingam, Brown, & Jones, 2001, p. 4.
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the focus of an institution’s newsletter, or the organizing theme for case confer-
encing. Every opportunity to bring health promotion to the forefront of systems
thinking assists in creating excitement about shifting institutional emphasis and
generating enthusiasm among health care professionals for becoming agents of
health promotion.

Step 2: Develop New Policy. Developing a policy requires health care profes-
sionals to participate with the public and to move from receptivity to respon-
siveness. Those willing to appreciate the data generated through step 1 of the
process of system change now respond to the call to develop policy. Policy de-
velopment focuses on altering the mission of the institution to support health
promotion actions. The participants in conferences, rounds, and any other fo-
rums in which health promotion was discussed become the critical mass for a
more action-oriented step 2. Recruiting the support of key participants is criti-
cal to policy development.

Success during this step is contingent on the best possible representation of
participants. Consumers and providers form an alliance that pressures the insti-
tution to realign its mission to support health promotion activities. During this
step it is important to determine whether representatives of all the institution’s
key components are involved. The communication network of the institution is
activated to link as many professionals as possible, thereby connecting the divi-
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EXHIBIT 4.8. STEPS FOR POLICY CHANGE 
IN HEALTH PROMOTION.

1. Approach the problem.

2. Develop new policy.

a. Encourage institutional participation.

b. Gather information.

c. Prepare a written policy.

d. Plan an implementation strategy.

3. Implement the policy.

a. Communicate the policy.

b. Carry out the policy.

4. Evaluate the impact of the policy.

Source: Adapted from Sheinfeld Gorin, 1989, pp. 41–49.
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sions they represent. Change is an organic process; the whole institution must be
considered. Leaving out any vital component will weaken the process of change.

Moving from receptivity to responsiveness requires that participants learn
to value change. Key to valuing health promotion is the recognition that health
promotion interventions really make a difference. The most significant differences
are the decreased cost of providing services, recipients’ increased quality of life,
and recipients’ positive evaluation of rendered care. Highlighting the care-related
costs of an illness by comparing costs incurred with and without a health promo-
tion perspective makes the case even more convincing. Savings in health care costs
coupled with consumer satisfaction provide definitive arguments for the institu-
tionalization of health promotion (see Chapter Sixteen).

Encourage Institutional Participation. To involve those affected in the change process, a
task force may be formed. If diverse aspects of the institution are represented and
if the capability of participants to expedite decisions is recognized, the task force
will manifest the possibility for change. Representatives from all levels of the or-
ganization should be included. The activities of the task force may include gath-
ering information from those affected in order to identify behaviors and attitudes
about health promotion, reviewing and revising any existing policies, compiling
information into a list of recommendations or developing a single policy, design-
ing a health promotion policy implementation plan, and developing a budget
for the change efforts.

If the task force is to fulfill its role, it should be given real authority by the top-
level administration and should have public support. The groundwork for creating
trust and meaningful responsibility is cultivated during this stage. A sense of re-
sponsibility reduces resistance to policy changes and promotes trust among those
involved. Early involvement and an educational thrust prepare the organization
for system change.

Gather Information. The first activity of the task force is to gather information from
those who would be affected by a change in the care system: providers, consumers,
and other staff. The task force explores their attitudes toward change and com-
mitment to health promotion.

The task force should complete the following activities:

1. Gather research on health promotion.
2. Contact representatives of other health promotion programs, and review the

strategies for change that were successful for their systems.
3. Survey all those who will be affected by a shift to a health promotion en-

vironment; a questionnaire or focus group may be used, with the goals of
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identifying support for the health promotion policy, identifying opposition, and
determining the issues of most concern to the organization.

4. Gather data on the impact of creating a health promotion environment; the
patterns of morbidity, mortality, sick days, disability claims, medical leaves of
absence, productivity, and efficiency should be examined.

5. Develop baseline measures of the organization’s standing in the community
(that is, determine what kind of health image the institution has); consumers and
visitors may complete questionnaires, or focus groups or a town hall meeting
may be held to examine the organization’s image in the community.

6. Evaluate union contracts as they relate to health benefits and health insurance.

Prepare a Written Policy. After reviewing surveys and other data, the task force should
prepare a written report as the background for system change. The governing
board will review the policy for board approval. The best policy is brief, specific,
and simple. The component parts of a policy are the policy statement, the ratio-
nale for the policy, the statement of who will be affected, the effective date of
implementation, and any enforcement procedures, if applicable.

Plan an Implementation Strategy. The following activities should be part of imple-
menting a strategy for a health promotion policy:

1. Create an implementation timetable.
2. Decide on a promotional campaign for communicating the policy to staff,

clients, and the community.
3. Plan an effective communication method.
4. Decide on enforcement procedures, if applicable.
5. Plan staff education sessions.
6. Develop a plan to evaluate the policy.

Step 3: Implement the Policy. The task force and the organization administra-
tion set a target date for implementing a health promotion policy.

Communicate the Policy. A clear presentation of a health promotion policy increases
the likelihood of a good reception, because uncertainty is a major source of resis-
tance to change. To minimize uncertainty, all parties affected should be informed
about the change and provided with the reasons for it and the intended benefits.
This kind of awareness building should be part of every stage of the process of sys-
tem change. The amount of time it takes to change a policy should not be un-
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derestimated. Three months to one year or more may be required, depending on
the institution’s size and the effectiveness of its communication network.

A public relations campaign should emphasize ways the institution will be
strengthened by developing a health promotion environment. It is beneficial to
employ a variety of approaches to communicate the new policy to the commu-
nity, providers, and clients.

Carry Out the Policy. While the health promotion policy statement is being distrib-
uted, the task force may develop a timetable for implementation. Time is a criti-
cal element for persons who are preparing for change. Having a time buffer usually
gives persons time to adjust.

A date for the policy to take effect is then set. It is important to consider
choosing a date that is of significance to the institution or that is associated with
the intended purpose of the policy change. If any restrictions will apply, they
should be phased in gradually so that no person feels alienated. During the tran-
sition period, educational sessions about health promotion may be planned. Giv-
ing incentives helps ease the adjustment and compensates for any changes that
are viewed as restrictive.

Because system change takes time, it is unreasonable to expect that creating
a health promotion environment will happen instantly. Although the goal should
be clear from the outset, hasty implementation reduces the support of persons
who believe their right to smoke or to remain physically inactive, for example, is
being limited or taken away. Implementing the policy before there is sufficient
readiness can result in frustration, discouragement, and failure. It is crucial to pre-
pare adequately and realize that acceptance requires time.

If a step-by-step approach to phasing in health promotion occurs, a com-
mitment to the strategies on a defined timetable should be communicated, so that
people know when each change will occur.

Step Four: Evaluate the Impact of the Policy. In this stage the administration,
working with the task force, makes minor adjustments to the policy for health pro-
motion, firmly establishes the health promotion environment, and evaluates the
results.

Persons tend to resist change, especially system change that affects personal
behavior and choice. A carefully designed plan can reduce resistance while en-
hancing cooperation, acceptance, and support for health promotion change.

Individuals enforcing the health promotion policy should keep the message
positive and focused. The position of the institution on health promotion should
be clearly stated.
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The task force should plan an evaluation to determine the effectiveness of a
health promotion environment and to provide information about any problems.
The evaluation can measure immediate changes in attitudes and behavior or long-
term outcomes, such as statistics on the number of sick days, productivity mea-
sures, and patterns of morbidity and mortality.

Short-term assessments using surveys can be undertaken three to six months
after the policy has been implemented. The results of the initial survey may be
used as a baseline. These follow-up surveys will measure the impact of the policy.
Measurements of short-term outcomes may answer the following questions:

• Are persons complying with the policy?
• What are their attitudes?
• Have those affected persons implemented health promotion strategies?

Long-term effects are more difficult to measure. Long-term changes require
at least one year to become stabilized. Examples of long-term outcomes include
answers to the following questions:

• Have there been any changes in the use of sick time, requests for medical leaves
of absence, or disability claims?

• Have morbidity and mortality decreased?
• Is the institution known in the community as an agency for health promotion

through its actions?

This collaborative model for change is critical to the success of system change.
Changes require the support of an institution’s top administration and governing
board. Change agents help set the agenda for a health promotion environment.
They educate top decision makers about the positive impact of a health promo-
tion policy environment on employee productivity, provider and client health, and
the institution’s public image.

Summary

Health promotion has always incorporated the central ideas of change, develop-
ment, and improvement. Within this environment, major issues arise regarding the
process of planning and participating in change. As health professionals we are
faced with the responsibility of articulating a consistent philosophy of practice that
can be put into operation effectively. Our relationships to ourselves, our peers, and
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our clients come under examination. The tools and approaches we use in our daily
practice are explored and tested for their ongoing viability and inclusiveness.

Redefining the health care professional as an intervention agent, within a
traditional illness-oriented, provider-driven health care system, is not an easy
task. Yet the future of health promotion in a reformed health care system relies
on the active participation of health care agents in this massive reorganization
process. Realigned client-provider relationships, cross-disciplinary partnerships,
and the impact of consumer demands are shaping health care reform in com-
munities, nations, and global society. This reshaping has been thrust upon health
care professionals and has been greeted with skepticism, but it also has presented
health care professionals with new opportunities for redefinition never before
possible. Health care reform presents challenges and opportunities. Accepting,
valuing, and understanding how to participate in change guarantees a role in
shaping the future of health care. Change, from simple to complex, emerges
through systematic collaborative planning. The steps for system change and the
characteristics of shared empowerment detailed in this chapter will inform health
care agents concerned about health promotion. Health care agents must under-
stand the past, thoughtfully examine the present, and acknowledge that the fu-
ture is a shared one.
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PRACTICE FRAMEWORKS 
FOR HEALTH PROMOTION
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Ask almost any American and she or he will affirm that a good diet is essen-
tial for good health; however, most Americans also state that their diet could

be better (International Food Information Counsel, 2003). And even though they
are bombarded with health information across the various media outlets, and
even though they continue to spend billions of dollars on a variety of dietary sup-
plements, weight loss products, and low-carbohydrate snack foods, Americans con-
tinue to get heavier.

Of the ten leading causes of death among Americans, four are directly related
to diet: coronary heart disease, cancer, stroke, and diabetes mellitus (McGinnis &
Foege, 1993). Over the past decade the federal government, along with a number
of other groups, has introduced a major series of prevention programs that focus
on weight loss, increased activity, increased consumption of fruits and vegetables,
and related programs (U.S. Department of Agriculture [USDA], 1992; USDA &
U.S. Department of Health and Human Services [USDHHS], 1995; USDHHS,
2001). However, since the beginning of this century anyway, the overwhelming
emphasis has been on weight control. According to the 2001 USDHHS report
The Surgeon General’s Call to Action to Prevent and Decrease Overweight and Obesity, more
than half of all Americans are either overweight or obese. The report added that
if not addressed, overweight and obesity may soon cause as much preventable dis-
ease and death as cigarette smoking. Another recent study (Finkelstein, Fiebelkorn,
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& Wang, 2003) found that America’s extra weight costs the nation as much as 
$93 billion in annual medical bills, and the government pays about half that
amount. This cost is comparable to the annual medical bills resulting from smok-
ing, an amount estimated at about $75 billion a few years ago. Overall, the an-
nual medical costs for an obese person are about 37.4 percent more, or $732
higher, than the costs for someone of normal weight (Finkelstein et al., 2003).
Exact numbers are sometimes difficult to determine, however. In March 2004,
the Centers for Disease Control and Prevention (CDC) announced that poor diet
and physical inactivity were responsible for 400,000 deaths in 2000, a 33 percent
jump from 1990. However, in December 2004, the CDC announced that the
study behind the March report contained statistical errors and might have over-
stated the problem and that the CDC might thus have overstated the figure by
80,000, representing an increase of less than 10 percent over the 1990 statistic,
although the agency was still recalculating the figure (American Dietetic Associ-
ation, 2004). Edge (2004) points out that based on the federal government’s
Healthy Eating Index, a survey of American food habits that was last published
in 1996, almost 88 percent of American diets fell into the “poor” or “needs im-
provement” categories in 1996. She argues that even though we know a great deal
about what a healthful diet is, what we do not know is how to get that 88 percent
of Americans to choose one.

A particular concern, and one that has grabbed the attention of the media
and state and local governments, is the especially rapid increase in overweight
among children. It is estimated that 15 percent of both children (aged six to
eleven) and adolescents (aged twelve to nineteen) in the United Stated are over-
weight (CDC, 2002). The associated health conditions and financial burden have
caused this emerging epidemic to become a major public health concern (Barlow,
Dietz, Klish, & Trowbridge, 2002; Ball et al., 2003; CDC, 2002) in part because
a number of medical conditions that were once prevalent only among adults are
now emerging in young people. These include hyperlipidemia, glucose intoler-
ance, hypertension, and diabetes (CDC, 2002). Also of concern is that when com-
pared to adolescents who maintain healthy weights, overweight adolescents have
a greater chance of becoming overweight adults (Binns & Ariza, 2004).

How did we arrive at this point? Edge (2004) points out that the United States
has a long history of food assistance programs, which began largely during the
Great Depression, and for most of the twentieth century the primary priority was
eliminating hunger. Over time, food distribution policies have evolved into three
principle components: food stamp programs, school lunch programs, and the Spe-
cial Supplemental Nutrition Program for Women, Infants, and Children (WIC).
Over approximately the same span of time, the federal government has put in-
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creasingly more emphasis on nutrition education and healthy eating. However,
Nestle (2003), in her book Food Politics, details the tactics that the food industry has
used to shape government food and nutrition policies and to convince Americans
to eat more. She describes the intense lobbying that went into crafting the USDA’s
Dietary Guidelines and the Food Guide Pyramid. The published versions are
much less stringent than those originally proposed, because of intense pressure
from key members of the food industry. She also details the intense effort of the
food industry to market to children of all ages through television advertising and
exclusive contracts with schools. Edge (2004) argues that the federal government
sends mixed messages. She points out that even though the U.S. surgeon general
has referred to obesity as “the terror within” and even though obesity has been
estimated to cost taxpayers $117 billion annually, current legislation being con-
sidered by Congress authorizes a mere $60 million in funding to state and local
entities for promotion of healthy eating and physical activity, particularly to school-
age children and adolescents. Nevertheless, many states have implemented pro-
grams that seek to improve the food and nutrition environment in public
schools—eliminating or changing products in vending machines, preventing
schools from signing exclusive beverage contracts with major soft drink compa-
nies (known as pouring contracts), increasing nutrition and physical activity educa-
tion for children and teens, and helping local school districts to develop and
implement guidelines for school-based food advertising (Public Health Institute,
2004; Pennsylvania Advocates for Nutrition and Activity, 2003).

The Dilemma of Food, Nutrition, and Health

Given the statistics this chapter has provided so far, it would seem logical that
Americans would simply recognize that changes need to be made and implement
them. The information is readily available and the message is relatively simple—
eat less and exercise more. Yet they don’t. Millions of Americans struggle with this
message and continue to search desperately for ways to improve their health and
their appearance without having to sacrifice any of their favorite foods and re-
lated behaviors.

It is important to understand that the role of food and nutrition in the pro-
motion of health and well-being is unique. Unlike a person who must stop and
avoid certain behaviors completely when they become problems, the person with
eating issues must still continue to eat. For example, the person who abuses alco-
hol must come to grips with the fact that he or she can no longer use this product,
and he or she can have some success in avoiding places where alcohol is served;
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however, the person who abuses food must somehow learn to make changes in
the use of this substance that even though it creates problems is essential for con-
tinued life; moreover, food is everywhere.

Consumers, adults and children, are faced with choosing among tens of thou-
sands of food items in the average supermarket, and many of these markets now
sport ready-to-serve foods and an array of fresh baked goods. National and local
fast-food restaurants abound, not only as stand-alone stores but also within other
locations such as department stores, recreation facilities, and even health care fa-
cilities. An increasing array of food items is also found in the national chain super
department stores, in pharmacies, in stationery stores, and in a wide variety of
other commercial establishments. Even the various dollar store chains sell a wide
variety of foods, most of them readily available, nonperishable, and highly
processed. The problem is, of course, that many of these relatively inexpensive
foods are high in fat, salt, and calories but low in essential nutrients. Nestle (2003)
argues that this is due in part to the food industry’s ability to take surpluses of
some basic food stuffs and process them into cheap foods with few nutrients and
then dump them on the U.S. food market. Interestingly, the low-carbohydrate
craze that has swept this nation has created a whole new family of low-carb, high-
fat snack bars that are touted as healthy. (Check any large pharmacy, and you will
find at least one aisle stocked with rather expensive, low-carbohydrate snack foods,
perhaps over one hundred different kinds.)

An important reality that must be remembered is that to most people most of
these foods taste good. Fast-food menu items are popular because people like them.
Although many of the major fast-food restaurants have added lighter fare to their
menus, the big sellers remain the high-calorie, high-fat sandwiches and meals.

These facts are important because health care professionals who are trying
to move consumers toward a more healthful diet have to somehow convince them
to decrease their intake of the readily accessible, relatively inexpensive foods that
they have come to like.

Developing a Dietary Intervention Model

As health care professionals struggle with how to change unhealthy eating be-
haviors, it is necessary to look at the various health behavior models that have
been developed to try to explain why people do what they do and what, if any-
thing, will bring about change. A detailed discussion of the various theoretical
models to explain health behavior change can be found in Chapter Two. The
focus here will be on models that help us identify key issues in behaviors sur-
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rounding eating and issues that seem to be the most effective in helping people
change how they eat.

The health belief model (HBM) is one of the most frequently used models to
explain change in eating behavior. It was developed in the 1950s by a group of
psychologists to help explain why people would or would not use health services
(Rosenstock, 1966). The HBM hypothesizes that health-related action depends
on the simultaneous occurrence of three classes of factors:

• The existence of sufficient motivation (or health concern) to make health is-
sues salient or relevant.

• The belief that one is susceptible (vulnerable) to a serious health problem or
to the sequelae of that illness or condition. (This susceptibility is often termed
a perceived threat.)

• The belief that following a particular health recommendation will be benefi-
cial in reducing the perceived threat and will do so at a subjectively acceptable
cost. (Cost refers to what it will take to overcome perceived barriers in order to fol-
low the health recommendation; McKenzie & Smeltzer, 2001.)

This seems to be an appropriate model to use to examine whether individu-
als will even consider making positive changes in eating decisions. To illustrate,
consider the case of two men: one who is aged fifty, about twenty-five pounds over-
weight, and with a diagnosis of elevated cholesterol levels and related problems;
the other is aged twenty-five and also about twenty-five pounds overweight but
with no other apparent problems. If both men receive the same information about
the benefits of lowering their fat intake and increasing their fruit and vegetable
intake, it is possible that they will react to the message differently. On the one hand
the fifty-year-old may recognize that he is at risk for heart disease (perceived sus-
ceptibility) and that his health condition could deteriorate rapidly if he does not
make changes (perceived threat). However, because making these changes will re-
quire him to stop eating daily lunches at his favorite take-out restaurant, he will
have to consider the cost (perceived barrier) of bringing his own lunch or making
healthier selections. Because he knows that making these changes could reduce
his risk of heart disease (perceived benefit), he is more likely to weigh the benefit
and the barrier and make a positive decision to change his diet. On the other hand
the young man with no apparent symptoms may consider the cost too great and
may not follow through with the suggested changes.

The HBM also contains the construct of self-efficacy, which is defined as an in-
dividual’s confidence in his or her ability to take action or execute the behavior
that produces the desired outcome ( Janz, Champion, & Strecher, 2002). Even
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when environment and social network are considered, they are usually defined
within the context of the individual’s perception. If the fifty-year-old man de-
scribed earlier is a widower with limited shopping and cooking skills, he may lack
the confidence to make the necessary changes in his diet even if he clearly un-
derstands the need to make these changes. Therefore, it is incumbent on the
health care provider to offer this client support and opportunities to learn new
skills and increase his self-confidence so that he can improve his diet. Perhaps a
referral to a class on cooking for singles that is provided at a nearby community
center will help him improve.

Bandura’s social cognitive theory (SCT) has been applied to both health ed-
ucation and health behavior programs because it not only takes into account the
individual but also incorporates the environment for the behavior. Social cogni-
tive theory evaluates behavior by considering the competing forces of the person,
the behavior, and environmental influences. First, it brings together different con-
cepts—cognitive, emotional, and behavioral—of behavioral change. Second, fresh
behavioral research and practice can be formulated from the various constructs
and processes that make up SCT (Baranowski, Perry, & Parcel, 2002). Reinforce-
ment is an integral part of learning, but emphasize the role of subjective hy-
potheses or expectations held by the individual (McKenzie & Smeltzer, 2001). In
addition, the interaction between a person and his or her environment is contin-
uous and can influence the person’s opportunity to change. Family members,
peers, the neighborhood, and the availability of particular foods all shape a per-
son’s external environment, which can in turn affect the ability to change eating
behavior. If, on the one hand, the fifty-year-old man with high cholesterol has a
family that encourages him and supports his effort to change, he will likely have
some success. On the other hand, if a thirteen-year-old boy with diabetes is afraid
that his friends will make fun of him because he limits his food choices in the cafe-
teria line, he is less likely to actively make positive changes in his eating habits,
even if he understands that it may make him feel better.

An interesting study on weight management for postpartum women employed
the transtheoretical model of stages of change to gauge the women’s readiness to
participate in the program (Krummel, Semmens, Boury, Gordan, & Larkin, 2004).
In the transtheoretical model the stages of change dimension reflects a person’s
readiness to change behavior, or the person’s engagement in behavioral change,
at a given point in time. The first two stages represent people who are least ready
to change (precontemplation) or are ambivalent about change (contemplation);
the third state represents people who are preparing to change in the next month
(preparation); the last two stages represent active behavioral change if the change
is recent (action) or sustained behavioral change if the change has been main-
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tained for more than six months (maintenance). Movement through the stages is
fluid and cyclical as people try to change their behavior (Nigg et al., 1999). This
study looked at 151 postpartum WIC recipients who were all over eighteen years
old and had a child younger than two years old. They were sorted at random into
different weight management programs. At the conclusion of the study, 55 per-
cent of the women were found to be in the action stage for weight loss, but fewer
were in the action stage for the following weight management behaviors: avoid-
ing high-fat foods (24 percent), increasing fiber (19 percent), and exercising three
times per week (29 percent). The authors concluded that by emphasizing the pros
and decreasing the cons for weight management, women may be able to change
their behaviors to promote better weight management. Several strategies such as
training in selecting low-fat restaurant choices, reading food labels, and group dis-
cussion helped the women move into the action stage.

What does this mean in terms of working with clients? The key for the health
care professional is to realize that the client sitting in front of him or her is not
one dimensional and neither is the health behavior in question. Cartright, com-
menting on the Krummel et al. study, points out that the stages of change model
contends that behavioral change is more likely to occur when one reaches the later
stages. She adds that given this model, the health care professional should deter-
mine a client’s level of readiness before beginning education (Cartright, 2004).
Another very important mantra to remember is that “one size does not fit all.”
No two clients will have exactly the same problems or issues when it comes to in-
tervention in the way they eat. The health care professional needs to be able to
select from various models to most effectively understand and provide assistance
to a client.

The Physiology of Eating

The science of nutrition is an interdisciplinary field that focuses on the study of
foods, nutrients, and health (Brown, 2002). Most of what is known in the field of
nutrition has come after 1900, with a particularly rapid increase in knowledge
over the last decade. This ever-increasing body of knowledge is also changing
views on what constitutes the best nutritional advice. Indeed, this exploding body
of information has contributed to consumer confusion about health and optimal
diet. To set the stage for a discussion of diet and nutrition, a brief overview of the
basics is provided.

A person’s diet must include foods that provide the nutrients required to sus-
tain life and for his or her body to grow and maintain itself. The body requires six
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types of essential nutrients, which can be defined as families of molecules that are
indispensable to the body’s functioning and that the body cannot make for itself.
Without any one of these six, the body’s overall health will be impaired.

Although water provides no energy and essentially no other nutrients, it is the
most abundant nutrient. It is constantly lost from the body and must constantly
be replaced. An important point to remember in terms of public health is that as
adults age, the percentage of total body water declines, so adequate fluid intake
is especially important in older adults (Chernoff, 1999, pp. 18–19).

The only energy-producing nutrients are proteins, carbohydrates, and fats.
Proteins also provide essential building materials that form body structures and
are the basis for many essential compounds. Some protein is found in almost all
foods, but the primary food sources are meats, eggs, dairy products, and legumes.
Carbohydrates and fats also provide basic components for a number of essential
compounds and structures required by the body, although to a lesser degree than
proteins. With the exception of milk and honey, carbohydrates are found only in
plant products. Carbohydrates are generally categorized into two groups—sim-
ple sugars, which are usually are found naturally in fruits and some vegetables,
and complex carbohydrates, or starches, which are abundant in grain products
and starchy vegetables. Fat is also present in varying amounts in almost all foods.
Its primary animal sources are meat, meat products, and dairy products made
from milk, and its primary vegetable source is the germ of most seeds, grains, and
many nuts. As a rule, animal fats tend to be more highly saturated and vegetable
fats tend to be more unsaturated. A key point to remember about fat is that due
to its chemical structure, fat yields over twice as many calories (nine calories per
gram) as protein and carbohydrate (four calories per gram each).

Included in the general category of fats are a number of complex organic
compounds that are not used for energy production but rather as building blocks
of various essential compounds in the body. Only one of these complex com-
pounds, cholesterol, will be discussed here. Found only in animal tissues, choles-
terol is an essential sterol that is part of a number of structures and compounds
in the body. The human body makes cholesterol even when it is completely ab-
sent from the diet. Although some is necessary, too much cholesterol in the body
can cause clogged arteries and is a major risk factor for cardiovascular disease.

Even though they have been recognized for many years, trans fats have recently
received a lot of publicity and have begun to appear on food labels. Briefly, oils
can be made solid by adding hydrogen to the double bonds of their fatty acids.
This process, called hydrogenation, makes some of the fatty acids in oils saturated
and generally enhances shelf life and baking qualities, but it also changes the struc-
ture of the fatty acids. Trans fats do occur naturally in a few foods, but the pri-

166 Health Promotion in Practice

Gorin.c05  2/14/06  9:12 AM  Page 166



mary dietary sources are products made from hydrogenated fats, a category that
includes most baked and fried food and many butter substitutes. The reason they
are of concern is that diets high in trans fats are related to an increased risk of
heart disease, at a rate similar to that in people eating diets high in saturated fats
(Hu et al., 1999).

The last two groups of essential nutrients are vitamins and minerals, which
are found in a wide variety of foods. They do not provide any energy, and all but
a few are needed in very minute amounts in the body. A few minerals serve as
parts of body structures (for example, calcium and phosphorus in bones and
teeth), but the primary role of vitamins and minerals is to regulate body processes.
These processes include digesting foods, moving muscles, disposing of wastes,
growing new tissue, healing wounds, and obtaining energy from carbohydrates,
fats, and proteins (Brown, 2002).

Extensive research and improved technology have also allowed medical sci-
ence to focus on selected vitamins and minerals for prevention of specific condi-
tions. For example, folic acid has been found to be a key element in the normal
development of the fetal neural tube, which is the precursor to the spinal cord
and the brain. A woman who has subclinical levels of folic acid very early in her
pregnancy is at increased risk of having a child with spina bifida or a similar con-
dition (Brown, 2002). Neural tube defects (NTDs) are among the most common
birth defects, affecting about 4,000 pregnancies annually in the United States. Ap-
proximately 70 percent of NTDs can be prevented by consumption of adequate
folic acid before and during early pregnancy (CDC, 2000).

There are also substances in foods in addition to nutrients that affect health.
Two that have received considerable attention are antioxidants and phytochemi-
cals. The former are chemical substances that prevent or repair damage to cells
caused by exposure to oxidizing agents, both in the environment and in the body.
Many different antioxidants are found in food, but some are made in the body. Phy-
tochemicals are chemical substances in plants, some of which affect body processes
in humans in ways that may benefit health. Consumption of foods rich in various
phytochemicals may help to prevent certain types of cancer, infections, and heart
disease (Brown, 2002).

A few other key concepts regarding nutrition that health care professionals
need to understand and convey to clients include the following:

• The body is like a large chemistry laboratory that functions effectively and with
much regularity. Although how it works may be considered miraculous, the
body does not function through magic; there is an ordered purpose for the re-
actions, even if health care professionals do not completely understand them.
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• The foods that humans eat are also chemicals, and they interact with the
chemicals in the body—also in an ordered manner. There are no magic foods;
however, some have higher concentrations of the nutrients and other sub-
stances that humans need.

• The nutrient fat is unique in that it cannot be excreted or eliminated from the
body. The only way to remove it is through oxidation, or burning. The loss
(burning) of one pound of fat requires the person to use approximately 3,500
more calories than the calories taken in from food (Brown, 2002). Most people
can reduce their body fat by a maximum of two to three pounds in one week.
Although weight loss may be more rapid initially when someone significantly
reduces caloric intake, most of that loss is in the form of water and some mus-
cle tissue but very little fat. Therefore, diet plans that promise significant loss
of several pounds a week are deceptive.

• Human bodies require regular exercise. If exercise is not a part of a person’s
regular activities (for example, his or her work), then it should be planned into
the day. Attempts at weight reduction through changes in eating habits are mar-
ginally effective when there is no physical activity component (National Heart,
Lung, and Blood Institute [NHLBI] & North American Association for the
Study of Obesity, 2000). However, as discussed in the next chapter, the need
for exercise goes well beyond weight control. For individuals to make lasting
changes in their eating behaviors, they must understand that diet and physical
activity have complementary beneficial effects in relation to the major chronic
diseases.

For optimal health the processes just described must occur with efficiency
and regularity. This requires an adequate, consistent supply of nutrients. Some
nutrients, such as vitamin C, are almost completely used up on a daily basis, with
little being stored in the body. Thus symptoms of deficiency can be seen in a mat-
ter of weeks in a susceptible person who does not ingest the vitamin. Other nu-
trients, such as calcium, phosphorus, protein, and fat, are normally stored in the
body, so an overt deficiency takes much longer to manifest itself. In reality, how-
ever, the classic deficiency diseases of scurvy (inadequate vitamin C), beriberi (in-
adequate thiamin), and similar conditions are rarely seen today in this country,
thanks to almost universal enrichment and fortification of commonly eaten foods.
In the United States these conditions are primarily seen in high-risk groups, such
as persons who abuse alcohol, persons with specific diseases such as cancer or
acquired immunodeficiency syndrome (AIDS), and persons who chronically in-
gest highly restricted diets. These same high-risk individuals are often on a regi-
men of medications that can also interfere with the efficacy of certain nutrients
(Brown, 2002).
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The Changing Focus of Nutrition and Health

As the major causes of death have shifted from infectious to chronic diseases, em-
phasis is now focused on the maintenance of health and the reduction of the risk
for chronic diseases such as heart disease, hypertension, stroke, diabetes mellitus,
and some types of cancer. However, a major concern today is that these condi-
tions once found primarily in middle-aged adults are now occurring in with some
frequency in children and adolescents (Ball et al., 2003). It is now well documented
that improved nutritional behaviors will lower the at-risk person’s potential for de-
veloping these diseases. The federal government has mounted a major national
effort to reduce the rate of chronic diseases such as heart disease and diabetes
through an emphasis on a healthier lifestyle, including dietary change and in-
creased physical activity (USDHHS, 2001).

This initiative poses novel challenges to the health care professional—challenges
even more complicated today than they were a few years ago. Today consumers are
exposed to a barrage of diet and health information on a variety of fronts—the tra-
ditional media sources, infomercials, Internet Web sites, and direct-mail materials—
and much of it is conflicting and confusing. Among the most controversial dietary
issues are high-protein and very low carbohydrate diets. Versions of these diets have
been around for decades, but they have been popularized recently by books for the
lay reader and lots of marketing. Three of the better-known ones are the Zone diet,
the South Beach diet, and the Atkins diet, all of which focus on a high-protein 
diet with very limited carbohydrate intake. The first two are based on an eating plan
that is 40 percent carbohydrate, 30 percent protein, and 30 percent fat, whereas the
Atkins plan doesn’t really place any restrictions on fat. Proponents of these diets
state that the 40-30-30 ratio of macronutrient intake allows the body to more effi-
ciently burn calories, leading to loss of weight, reduction of body fat, and increases
in lean body mass. Another argument supporting this type of diet is the claim that
it reduces high insulin levels and insulin resistance, problems that proponents claim
result from consuming high-carbohydrate meals (Brown, 2002).

At the other extreme are proponents of very low fat diets, which of necessity
restrict protein and include ample amounts of complex carbohydrates. The best-
known diet of this type comes from Dean Ornish (1994, 2004). Ornish argues
that even though the high-protein, very low carbohydrate diet may cause some
temporary weight loss, it can increase the risk of heart disease and related condi-
tions because of its increased fat content and very low fiber content. One point
that all these plans agree on is that there must be a significant reduction in simple
and highly processed carbohydrates—sugar and other sweeteners, soft drinks and
other sweetened beverages, and prepared foods that contain large of amounts of
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highly refined grains. Of concern is that many consumers do not know how to
differentiate between factual and false information and how to sort out what they
should be eating. As noted earlier, the low-carbohydrate craze has spawned a wide
variety of snack foods and energy bars that may have one-fourth to one-third
fewer simple sugars than ordinary snack foods do. However, this is due mainly to
the use of sugar substitutes, and these foods are not low calorie and usually con-
tain a lot of fat. The promotion of these items is reminiscent of the heavy mar-
keting of fat-free desserts and snack foods about a decade ago. Although fat free,
they were very high in calories and had greater amounts of simple carbohydrates
than ordinary desserts do. It is not surprising that consumers get confused. The
thing that consumers often don’t understand regarding either of these two ex-
tremes is that even though the specialty foods they are purchasing are labeled “low
fat” or “low carbohydrate,” they still usually have a lot of calories.

Of greater concern is that this information overload is also confusing many
health care professionals, causing them to give incorrect or incomplete informa-
tion to their clients. An example of this is the effort by some health care profes-
sionals to promote low-carbohydrate diets to the majority of their patients, without
really understanding the ramifications for some people of omitting an entire food
group. Growing children, even those that are overweight, should not be deprived
of the nutrients found in an essential food group. Although it is quite appropriate
to restrict foods with high concentrations of simple sugars (candy, soft drinks, and
so forth), it is not a good idea to eliminate whole and enriched grain products and
starchy vegetables for growing children and most adults.

Consumers do feel the tension between what they believe they should eat and
what they do eat. For example, women participating in focus groups in two urban
community health centers in Philadelphia stated that they had made some changes
in their diets because of health concerns. Their major concern was preventing
heart disease, strokes, and diabetes, although a few discussed diet and cancer. They
acknowledged that their time for food preparation was limited and that their fam-
ilies ate take-out food more often then they would have liked (Opoku-Boateng,
2004). These same women voiced concern about their children’s health and the
foods that they ate; however, over half did not feel they could really control their
children’s food selections.

Defining a Healthy Diet

Defining a healthy diet is difficult. Most people have their own vision of what con-
stitutes a healthy diet, even if they don’t always follow it. Comments from partici-
pants in parent and child focus groups in a community health center indicated that
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most had very specific ideas about what foods should be included in a healthy diet,
even if they didn’t necessarily use those foods on a regular basis (Opoku-Boateng,
2004). Further, there are some differences in the types and amounts of food re-
quired at different stages of life and in the presence of certain chronic diseases.

In 2005, the federal government released the latest version of Dietary Guide-

lines for Americans (USDHHS & USDA, 2005). The guidelines contain forty-one
key recommendations: twenty-three of them are for the general public, and eigh-
teen are for certain populations, such as children or older adults. They are sum-
marized here:

• To maintain a healthy body weight, balance calories taken in with calories
expended.

• To reduce the risk of chronic disease in adulthood, engage in a moderate-
intensity physical activity at least thirty minutes a day on most days of the week.

• To prevent gradual weight gain in adulthood, engage in about sixty minutes of
moderate to vigorous activity on most days of the week while keeping calories
constant.

• To maintain weight loss in adulthood, do sixty to ninety minutes of daily moderate-
intensity physical activity while keeping calories constant.

• Limit intake of saturated and trans fats, cholesterol, added sugar, salt, and alcohol.
• On a 2,000-calorie diet, eat two cups of fruit and two and one-half cups of

vegetables each day.
• Eat three or more one-ounce equivalents of whole-grain products each day,

with the rest of the recommended grains coming from enriched or whole-grain
products.

• Consume three cups a day of fat-free or low-fat milk or equivalent milk products.
• Consume less than 10 percent of total calories from saturated fatty acids and

less than 300 milligrams a day of cholesterol, while keeping trans fatty acid
consumption as low as possible.

• Keep total fat intake between 20 percent and 35 percent of calories, with most
fats coming from sources of polyunsaturated and monounsaturated fatty acids.

• Eat lean, low-fat, or fat-free meat, poultry, dry beans, and milk or milk products.
• Consume less than 2,300 milligrams of sodium—about one teaspoon of salt—

per day.
• Increase potassium intake with fruits and vegetables.
• Limit alcoholic beverages to one (women) or two (men) drinks per day. Some

individuals, including pregnant women, should not drink alcohol.

Although these recommendations remain general guidelines that can be
adapted to a variety of food preferences for different ethnic groups and cultures,
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they are more comprehensive than the previous USDA guidelines. Consumers
will need help trying to put them into practice.

Most Americans are familiar with the Food Guide Pyramid (USDA &
USDHHS, 1995) of the last decade, which is widely found on food packages, in
advertisements, and in numerous health and nutrition education materials (see
Figure 5.1). As an adjunct to the new Dietary Guidelines, a revised Food Guide
Pyramid was introduced in April 2005 (USDA, 2005). The new pyramid (see Fig-
ure 5.2) is called MyPyramid, Steps to a Healthier You and is designed to be in-
teractive. Consumers are asked to go online (at www.mypyramid.gov) and enter
their age, gender, and activity level. Then they get a food plan for their appropri-
ate calorie level. Each individual food plan includes daily amounts to eat from
each food group and a limit for intake of discretionary calories: added fat, added
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Fats, Oils & Sweets
USE SPARINGLY

Meat, Poultry, Fish, Dry Beans,
Eggs & Nuts Group

2-3 SERVINGS

KEY
Fat (naturally occurring and added)

Sugars (added)
These symbols show fats and added sugars in foods.

Fruit Group
2-4 SERVINGS

Bread. Cereal,
Rice & Pasta

Group
6-11 SERVINGS

Milk, Yogurt &
Cheese Group
2-3 SERVINGS

Vegetable Group
3-5 SERVINGS

FIGURE 5.1. FOOD GUIDE PYRAMID.

Source: USDA & USDHHS, 1995.
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sugar, and alcohol (Ferroli, 2005). What concerns a number of nutrition and
health educators is that to use MyPyramid one must use the Internet, which isn’t
always readily available to consumers. Further, because MyPyramid focuses on
individual needs, it is more difficult than the previous Food Guide Pyramid to use
in group educational programs and in printed educational materials. Nutrition
and research professionals at the federal level are currently addressing these is-
sues, however, and appropriate guidance materials are expected to become avail-
able directly from USDA or from state extension agencies (Lynn James, nutrition
consultant, Extension Service, The Pennsylvania State University, personal com-
munication, 2005).

Another major difference is that the previous Food Guide Pyramid promoted
choosing a recommended number of daily servings from each of the five major
food groups, with the range in the number of servings generally based on age and
gender, whereas MyPyramid lists the recommended daily amounts of foods in cups
or ounces. This was done primarily because of the nearly universal concern about
American caloric intake. There has also been much concern about the public’s lack
of understanding about portion sizes, however. Many consumers have been con-
fused about both the number of servings and the serving sizes. The majority of
serving sizes listed on the previous pyramid are from one-half to three-fourths of
one cup, which is a lot less than most Americans eat. For example, most persons
who eat rice or pasta with a meal eat at least one cup, which translates into two
servings. Portion distortion is a major concern among nutrition professionals, as the
size of commercially available food portions has grown considerably in recent years.
Consumers seem to be convinced that “more for less” is preferable, and manufac-
turers have obliged by increasing the portion sizes of a variety of commonly eaten
foods and beverages—bagels, french fries, soft drinks, and a variety of snack foods.
Although a few manufacturers of retail food products have started making some
products in smaller sizes, it is essential for health care professionals to continue to
educate consumers on the need to dish up smaller portions (Callahan, 2004). The
change in format for MyPyramid is an attempt to help consumers do this. Finally,
in terms of presentation, the previous pyramid listed the food groups in horizon-
tal blocks, but MyPyramid displays the food groups vertically, in bands of different
colors, with a runner racing up the side. Again, consumers and health profession-
als will need some assistance in navigating the new pyramid.

Health care professionals should be aware that the Food Guide Pyramid has
had its detractors since its inception, but it remains the model that is most com-
monly used. Nestle (2003) details some of the battles joined and compromises made
for its first version. Some food industry interest groups complained about their par-
ticular location on the pyramid—for example, the dairy and egg industry thought
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that being located on the upper tiers diminished these foods’ perceived impor-
tance. Groups representing people who follow strict vegetarian diets complained
of being left out of consideration.

Most recently, some researchers have called for a complete reorganization.
Willet (2003) and colleagues proposed changing the base of the original pyramid
to include whole-grain products and monounsaturated fats such as olive oil and
nut oils. Simple sugars and most processed carbohydrates are then placed on the
top. Modified versions have been devised for a number of different groups, includ-
ing vegetarians, Asian Americans, Hispanic Americans, African Americans, preg-
nant women, and older adults.

Health care professionals should keep in mind that although there have been
significant changes in the presentation of this national eating guide, there is much
information that remains the same. Table 5.1 summarizes the differences between
the two guides.

• Grain group. Breads, cereals, and pasta form the base of the previous pyramid
and the first vertical tier of MyPyramid. Consumers need to make half of their
total grain intake whole grains and to consume three or more one-ounce equiv-
alents (based on a 2,000-calorie diet). An ounce-equivalent of grains is about
one slice of bread, one cup of ready-to-eat cereal, or one-half cup of cooked
pasta or rice or cooked cereal. The rationale behind this recommendation is
that the phytonutrients in whole grains are important in reducing the risk of
cardiovascular disease, cancer, and other chronic diseases, when whole grains
are eaten as part of an overall healthy diet (Ferroli, 2005). Whole grains also
provide dietary fiber, which helps keep the gastrointestinal tract healthy and
maintains adequate laxation. Also, commercially baked products that are high
in fat should be discouraged because they are sources of saturated fats and trans
fats, which should be very limited. It is also reasonable to include here some of
the starchier vegetables, such as yams and sweet potatoes, that are staples in
many cultures, as they are rich in fiber, vitamins, and minerals and are very low
in fat.

• Vegetable group. In the previous pyramid vegetables and fruits were grouped to-
gether on the second horizontal tier; however, MyPyramid splits them into the
second and third vertical tiers. For a 2,000 calorie diet, the recommenda-
tion is five servings of vegetables, or two and one-half cups. MyPyramid also
recommends consuming a variety of vegetables, with the emphasis on dark-
green vegetables and orange vegetables. Dried beans and peas can count as
vegetables and as protein sources. The Dietary Guidelines are even more spe-
cific. They state that individuals on a 2,000-calorie diet need to eat three cups
of dark-green vegetables, two cups of orange vegetables, and three cups of
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dry beans and peas each week. Consumers need to be reassured that these
choices do not have to be all fresh vegetables. Frozen or canned vegetables are
also good sources of nutrients and fiber. This is also true of dried beans and
peas.

• Fruit group. Individuals on a 2,000-calorie diet should eat two cups of fruit a day
and should choose from a wide variety. The amount of fruit juice, however,
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TABLE 5.1. MAJOR CHANGES IN THE USDA FOOD GUIDE PYRAMID.

Previous Food MyPyramid (USDA, 2005) 
Guide Pyramid (based on a reference person
(USDA, 1995) Food Groups who needs 2,000 calories daily)

Note: For more information or to determine your personal eating plan, go to www.mypyramid.gov.

6–11 servings daily

Select a wide variety

3–5 servings daily

Select a wide variety

2–4 servings daily

Select a wide variety

2–3 servings daily

2–3 servings daily

Use these items
sparingly in daily
meal plan

Grain-based foods:
breads, cereals, and pasta

Vegetables

Fruits and juices

Dairy products

Meat and meat substitutes

Foods to use sparingly
(fats, oils, sugars, and alcohol)

6 ounces daily (1 oz. = 1 slice of
bread, 1 cup ready-to-eat cereal, 
1⁄2 cup cooked cereal, rice, or pasta)

At least 3 whole-grain products daily

21⁄2 cups daily

Include more dark green vegetables,
more orange vegetables, and in-
clude more cooked dry beans and
peas

2 cups daily

Choose a variety daily

Limit juice to less than half of daily
selections

3 cups* of fat-free or low-fat milk
(1%) or an equivalent daily

(1 cup yogurt, 1.5 oz. natural
cheese, 1 oz. processed cheese)

*2 cups for children between 2 
and 8 years

51⁄2 ounces lean meat, poultry, or
fish, or an equivalent

(1 egg, 1⁄4 cup dried beans or peas 
or nuts)

Discretionary calories limited 
to 100–300 calories after above
requirements have been met
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should be limited to less than half of the total fruit intake. More fruit juice is
not better because it adds more sugar. Again, canned, frozen, and dried fruits
all can count toward meeting the fruit goals and will provide a variety of nu-
trients and fiber.

• Dairy group. The third tier of the previous pyramid was shared by the milk, yo-
gurt, and cheese group and the meat, poultry, fish, dry beans, eggs, and nuts
group. Now fat-free or low-fat (1 percent) dairy products are found on the
fourth vertical tier. The new recommendation is to consume three cups of fat-
free or low-fat milk or an equivalent amount of yogurt or cheese per day.
Equivalent amounts for one cup of milk are one cup of yogurt, one and one-
half ounces of natural cheese, or two ounces of processed cheese. The dairy
group provides the nutrients needed for bone health and may be beneficial for
maintaining a healthy weight. Children aged two to eight should have two cups
of fat-free or low-fat milk or the equivalent. (Unless medically directed, chil-
dren under age two should be given only whole milk after they have been
weaned from breast milk or formula.) For individuals who can’t or don’t use
dairy products, altered milk products such as Lactaid or a calcium- and
vitamin-fortified soy milk are acceptable. However, consumers do need to be
aware that rice milk is not an acceptable substitute for young children.

• Meat, poultry, fish, dry beans, eggs, and nuts group. These food products make up the
fifth vertical tier, and the recommendation is to make choices that are very low
in fat or lean. People who are consuming a 2,000-calorie daily diet need five
and one-half ounce equivalents. An ounce equivalent in this group is the
amount of food equal to one ounce of cooked meat, poultry, or fish. There
should be an emphasis on selecting meat cuts that are at least 90 percent lean.
Proper cooking techniques are also essential with foods in this group, and con-
sumers need to be advised to try ways to cut fat, such as trimming excess fat
before cooking, draining excess cooking fat, and cooking with as little fat as pos-
sible to start. One egg or a quarter-cup of dried beans or peas or nuts is a one-
ounce equivalent for meat. However, nuts should be stressed as a snack or for
inclusion in other foods, such as salads.

• Discretionary calories. New in MyPyramid and in the 2005 Dietary Guidelines are
the discretionary calories, the calories remaining in a person’s individual en-
ergy allowance after accounting for the number of calories needed to meet rec-
ommended nutrient intakes through consumption of foods that are low in fat or
have no added sugar. For most Americans the number of allowed discretionary
calories will be small—100 to 300 calories. This is where health care profes-
sionals will really have to work with consumers to help them understand using
their choices wisely (Ferroli, 2005). Given the current discussion of saturated,
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polyunsaturated, and monounsaturated fats in the new Dietary Guidelines, it
will be prudent for health care professionals to provide more explanation on
the types of fats that consumers commonly use, as this subject can be very con-
fusing. In addition, this is where discussion of limited use of sugar, salt, and al-
cohol is appropriate.

One key point for health care professionals to remember is that Americans
are eating an ever increasing number of meals away from home, and no one
seems to have any good ideas on how to reverse this trend. People can select
healthful foods when they are away from home, but it takes planning and often
requires making special requests, which many people are uncomfortable doing—
requesting, for example, that a sandwich be made without mayonnaise or that
salad dressing be on the side or that an entrée be broiled instead of sautéed. So
the health care professional needs to help busy people eat defensively. It is possi-
ble to select healthy foods from restaurant and even some fast-food menus, but it
takes a good eye and some initiative to avoid the high-calorie, high-fat, and high-
sodium foods.

Realities of Effecting Positive Change in Eating Behavior

The promotion of changes in eating behavior can be daunting. For all the rea-
sons discussed previously, consumers present to health care professionals with a
variety of preexisting lifestyle practices that often do not promote healthy eating.
Here are some general pointers that need to be incorporated into any educa-
tional plan.

• Although most people have some knowledge about nutrition and can usually
list the foods that contribute to a healthy diet, they frequently cannot figure out
a way to incorporate those foods into their daily lives. Nutrition education pro-
grams in many public schools have focused on the Food Guide Pyramid, and
many American schoolchildren can recite the components of this pyramid,
even though they may not incorporate this knowledge into what they routinely
eat. For example, an informal survey of 200 adolescents at a popular shopping
center in downtown Philadelphia found that at least 60 percent of them re-
ported eating fast foods at least once a day. When questioned about what they
thought a healthy diet should include, they tended to list the foods on the pyra-
mid. When asked why they didn’t eat more healthful foods, the most common
answers were, “I don’t like them,” and, “I don’t have time” (Matthews, 2004).
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• The majority of people eat food—not just nutrients. When individuals are in-
terested in improving their health status, they usually want to know which foods
they should eat—not a specific level of nutrients. This is why calorie counting
to specific levels often fails, and why many people would rather take a pill than
try to select foods that are higher in specific nutrients.

• Humans eat for a number of reasons that have little to do with satisfying
hunger. Personal preferences, habits, ethnic heritage or traditions, social pres-
sures, positive associations, emotional needs, values, and beliefs are all factors
that have little to do with hunger but a lot to do with what a person selects to
eat. In almost all religions, food is a central focus during major holidays. Cul-
tural background has a strong impact on what people decide to eat or not eat.

• Health care professionals sometimes forget that although it is their chosen work
to spend all day thinking about health issues, these issues are usually not their
clients’ primary focus. Other people have careers and many issues to occupy
their minds. Therefore most consumers need simple, concise directions that
they can incorporate into their daily lives.

• Most adults prefer to have a role in the planning process to make changes in
the way they eat. A person’s personal and cultural preferences must be con-
sidered and valued. For a pregnant woman who either does not or cannot drink
milk, a standardized diet sheet that recommends obtaining calcium from milk
and mentions no other calcium sources will not meet with much success. A
more successful approach would be to determine the foods she does eat, note
which ones are good sources of calcium, and help her emphasize those foods
in her diet. Some persons do not make the connection between milk and foods
such as yogurt and cheese or between milk as a beverage and as a cooking in-
gredient in soups and puddings. In addition, dark-green, leafy vegetables,
canned fish such as salmon and sardines, fortified soy products, and almonds
are all reasonable sources of calcium. The health care professional must re-
member that people may be willing to try some new foods but they also want to
see familiar ones.

• For successful long-term change the consumer must be satisfied that the pro-
posed modifications can be incorporated into his or her existing lifestyle with-
out major sacrifices. The first step in improving anyone’s diet, no matter what
his or her health status is, may be as simple as suggesting that an effort be
made to eat at least five fruits and vegetables a day. If this is not a normal part
of the person’s current routine—and lots of studies indicate that it probably
won’t be—this small change will make a significant improvement in that per-
son’s diet. Eating more fruits and vegetables also may make some small dif-
ferences in the way the person feels. If nothing else, a diet that includes more
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fruits and vegetables often improves regularity. McKinney, Ford, Riddell, and
Lowe (2000) found that women who were helped to follow their normal diets
with only minor changes and an emphasis on portion control that brought
about decreases in calories were able to effect some weight loss. Because long-
term positive changes are best accomplished in small increments that can be
internalized, more changes can be added when a step such as this becomes a
routine part of daily activity.

Health care professionals must be able to recognize severe nutrition problems
and make a referral to an appropriate specialist. Dysfunctional eating is a rela-
tively recent concept that incorporates abnormal and inappropriate eating be-
haviors. Berg (1996) calls it a disruption of normal eating, but it can also include
restrained eating, disordered eating, and chronic dieting syndrome. It used to be
most prevalent among middle- to upper-class white girls and women; however,
dysfunctional eating can be seen across the spectrum today as cultural pressures
to be thin continue (Berg, 1996). These individuals may need a specially trained
team of professionals to help them.

Managing the Funding Problem

As federal and state governments tackle the issue of obesity, particularly in chil-
dren, it is both interesting and frustrating to follow the proceedings. The U.S. De-
partments of Agriculture and Health and Human Services have begun to provide
a wide variety of attractive educational materials, public service campaigns, and
initiatives to improve American diets and increase physical activity (NHLBI, 2004;
Institute of Medicine, 2004; USDHHS & USDA, 2005). State and local govern-
ments are grappling with issues of what children eat for school lunches, whether
to mandate physical activity for schoolchildren, and whether to remove vending
machines and other snacks from schools (American Dietetic Association, 2004).

In these days of limited health care dollars, however, health care profession-
als often find themselves frustrated by the lack of funding for nutrition education
programs that meet the needs of individuals and groups. For children and adults,
in-depth nutrition counseling is not readily covered by commercial insurers until
the patient has an identifiable condition such as hypertension, hypercholes-
terolemia, or hyperglycemia. Coverage under most state-run Medicaid programs
is even more stringent (American Dietetic Association, 1999, 2005). Thus health
care professionals must be very creative in planning how to effectively provide nu-
trition education to most clients with finite resources.
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Developing a Dietary Intervention Model

The following description of a pilot pediatric obesity program in a public health
clinic demonstrates some of the issues involved.

During 2003 and 2004, the Philadelphia Department of Public Health
(PDPH) launched a multifaceted program to assess and address the problem of
child obesity among patients in the city health care centers, which serve over
25,000 low-income children each year. An audit of patients aged three to seven
showed a prevalence of 19 percent overweight at very young ages (less than five
years old). In response, in 2004, PDPH established a pediatric obesity task force
to look for solutions, and eventually set up two on-site programs for overweight
and at-risk children. 215 GO! is a one-on-one clinic, with the patient and the par-
ent or caregiver working with a pediatric nutrition specialist, a health educator,
and a pediatrician. Within the 215 GO! program there are three areas of activ-
ity: individual evaluation and management of eating and exercise behavior with
assessment of self-image and parenting, an after-school exercise group, and a par-
ent support group. The initial appointment includes a detailed evaluation and is
followed by monthly visits. Information obtained at the first visit includes weight
history, family medical history, usual food and drink intake, individual and fam-
ily eating behaviors, and food purchasing and preparation habits. Usual level of
physical activity is assessed by means of a detailed daily activity history. Parental
attitudes and beliefs toward their weight, their child’s weight, and eating are eval-
uated. Self-image, parenting style, and family function are assessed by the health
educator. With the findings from the evaluation, an individual food and exercise
plan is designed. The patient establishes nutrition and exercise goals, and the par-
ent sets parenting goals. A curriculum of culturally appropriate lessons, teaching
materials, and homework has been designed, with one lesson provided at each
program visit. Topics include reading food labels, counting calories in beverages,
increasing physical activity, identifying stressors and eating triggers, and self-
acceptance. Parenting challenges are also addressed.

The goals of the weekly exercise program, Kids in Control (KIC IT), are to
provide a venue for the children to move, to demonstrate fun activities that can
be done in the home, and to teach healthy exercise techniques. A specific lesson
is designed for each session. The parent support group takes place while KIC IT
is in session and allows parents to discuss the challenges of helping the overweight
child and includes the same lesson the children are learning in the exercise group.
Of the hundreds of families that have been referred to the clinic, a few present
with fairly simple issues—decreasing juice and soda intake and selecting low-fat
milk instead of whole milk. However, other families bring complicated social is-
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sues to the clinic that make food selection almost secondary. The family that lives
in a homeless shelter has limited control over food selection and opportunities for
physical activities. Children who have lost a parent and now live with a grand-
parent or other relative are often grieving and show signs of serious depression
and may eat for comfort. Children who live in violent or dysfunctional households
may also turn to food for relief. Part of the treatment model has to be to help them
improve or cope with their situation and to improve their health.

The clinic is currently being evaluated, using several levels of assessment. Ob-
viously, weight is measured, as are key physical and biochemical markers such as
blood pressure, serum cholesterol, and blood glucose levels. Other laboratory val-
ues are diagnosis driven. For example, a child who is already exhibiting abnormal
glucose values will have a hemoglobin A1c test as well. In addition, the following
lifestyle changes and other issues are tracked:

• Reported changes in food selection, such as decreased soft drink and juice in-
take and increased water intake

• Reported changes in amount of physical activity, such as increased walking or
supervised play

• Reported changes in numbers of trips to fast-food restaurants or corner stores
• Reported changes in how the children feel about themselves—do they feel

more in control of their lives?
• Whether the children are willing to return for follow-up visits

Parents’ and childrens’ satisfaction and evaluation of program effectiveness
are also assessed. Parents are also asked about any lifestyle changes and how they
feel about their children’s progress and their own. An integral component of the
clinic’s philosophy is harm reduction. In view of work by O’Dea (2004), an im-
portant message of the clinic is that although the staff care about weight loss, they
are more concerned about improving overall health. Focusing solely on weight
loss means that many children will fail. If a boy does not lose significant amounts
of weight, but his blood pressure improves, he has improved his health and well-
being. If the teenage girl does not lose a significant amount of weight but has de-
creased her juice and soda intake and the family now eats at least one meal
together, there has been an improvement in her health and well-being.

In the first ten months of clinic operation, over 600 children were referred,
with about 50 percent returning on an ongoing basis. There have been some in-
dividual successes and some failures, but according to preliminary findings, the
overall impact has been positive.
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Building in Safeguards

Building in safeguards for the client is also an important strategy. The client needs
to know that anyone can have a bad day and that this does not negate the process
and does not make him or her a bad person or a failure. Further, encouraging self-
efficacy in clients is important to their movement toward achieving their goals.
Particularly with support from the health care professional, clients stop what they
are doing, take a quick look, make some course corrections, and proceed toward
their goal. In most cases the health care professionals’ best advice is to say, “Let’s
see if you can do better tomorrow.” Although everyone, especially the client, is
anxious for success, directing blame toward the client is not productive. In fact it
can make the client react negatively, as it appears that he or she can’t do anything
right. This is especially true for children and adolescents and pertains to the harm
reduction issue discussed earlier.

The health care professional must instill in the client the idea that if things
go wrong, the client should just start over. Failure to provide this kind of support
will damage the client’s ability to internalize the agreed-on goals. Further, the
client must be reassured that effecting changes in eating habits is a relatively long
process. When a sixty-year-old woman returns to a health care professional with
no change in her serum cholesterol, she may be disappointed even though her
blood pressure is within normal range and she has lost two pounds. She believes
she has done everything she was supposed to and is beginning to get discouraged.
The health care professional should praise the woman and tell her that she has
obviously been making an effort to change the way she and her family eat. She
should be reminded that cholesterol levels often do not respond as quickly as some
other factors, and told that she is definitely moving in the right direction. It is im-
portant to affirm the new changes so that the client does not backslide and so that
these lifestyle changes can become internalized. Care of this client should also
focus on her movement through the stages of change.

Efficacy of Nutrition Interventions

It is obvious that effecting change in eating patterns is a difficult process, partic-
ularly when the change requires restricting a food or foods previously eaten as de-
sired. The numerous approaches referenced in this chapter show the difficulties
faced by clients and health care professional alike. Nowhere is this more appar-
ent than in the area of weight loss and control. Numerous studies have demon-
strated that long-term weight loss after any type of intervention is limited to a
small minority of obese persons (Foster et al., 2003). However, studies have also
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shown that even a small amount of weight loss, 5 to 10 percent of body weight,
can have positive effects on blood pressure, blood glucose levels, and cholesterol.
Based on working with clients of all ages over a span of three decades, it is this
author’s opinion that the best focus for changing most persons’ eating habits is to
emphasize improved overall health. Demonstrating practical ways to eat a healthy
diet that meets a person’s lifestyle requirements and encouraging increased phys-
ical activity, however small the increase may be, are more frequently embraced
by most clients than are other approaches.

In some cases it is more effective in the long run to downplay the emphasis
on weight loss until the client is able to master the basics of dietary and life
changes. A model such as the transtheoretical, or stages of change, may be a ben-
eficial framework to enrich the health care professionals’ understanding of
change.

For evaluating outcomes, clearly measurable goals must be in place; other-
wise both the client and the health care professional are setting themselves up for
failure. As previously stated, it is usually better to have several small goals than
one or two large ones. It is usually not productive to say, “Patient will lose 50
pounds over the next six months.” However, it is reasonable to have written goals
that say, “(1) Patient will increase intake of fruits and vegetables to at least 5 small
servings daily; (2) patient will drink at least 4 cups of water daily; (3) patient will
begin walking daily and, using a pedometer, will walk at least 5,000 steps daily
by the end of three months; (4) patient will lose at least 1 to 2 pounds per month
over the next six months.” These are small steps that the patient can accomplish,
and they can be measured. In addition, there may be laboratory values that can
be measured to get a better view of health improvement.

Summary

Effecting change in human behavior of any kind is difficult. Helping someone
to change lifelong habits is sometimes one of the most challenging tasks faced
by health care professionals. Yet clients do willingly make changes if they per-
ceive a need and if there is a practical, relatively simple way to do it. Health
care professionals will be more successful in bringing about positive changes in
behavior if they can adapt a health promotion model that meets the needs of
their clients. The health care professional must alternatively function as a
teacher, cheerleader, and partner in the process; however, the primary goal
should be to give the client the tools he or she needs to succeed. (Exhibit 5.1 on
page 188 lists some helpful resources.)
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EXHIBIT 5.1. HELPFUL RESOURCES.

Client Education Materials

The American Heart Association, 7272 Greenville Ave., Dallas, TX 75231-4596; Phone: (800)
242-8721; Web site: http://www.americanheart.org; offers many diet-related brochures and
also downloadable materials. For example:

Controlando su peso [in Spanish]. Available from http://www.americanheart.org/
presenter.jhtml?identifier=9267

Diet and nutrition. Available from http://www.americanheart.org/presenter.jhtml?identifier=
1200010

An eating plan for healthy Americans: Our American Heart Association diet (Brochure No. 50-1481).
Available from http://www.americanheart.org/presenter.jhtml?identifier=3007654

Eating plan: Fruits and vegetables. Available from http://www.americanheart.org/presenter.
jhtml?identifier=108

A guide to losing weight (Brochure No. 50-1035, in English and Spanish).

How do I read food labels? Available from http://www.americanheart.org/presenter.jhtml?
identifier=3007450

How to lose weight and keep it off. Available from http://www.americanheart.org/presenter.
jhtml?identifier=506

Managing your weight: A guide to help you reach and maintain your ideal weight. Available
from http://www.americanheart.org/presenter.jhtml?identifier=3007650

Reading food labels. Available from http://www.americanheart.org/presenter.jhtml?
identifier=334

Taking it off (Brochure No. 50-079A).

Some useful National Institutes of Health materials are the following:

Eat more fruits and vegetables: 5 a day for better health (NIH Publication No. 92-3248).
Washington, DC: U.S. Government Printing Office.

Diet, nutrition and cancer prevention (NIH Publication No. 87-2878). Washington, DC: U.S.
Government Printing Office.

Gorin.c05  2/14/06  9:12 AM  Page 188



Eating Well 189

EXHIBIT 5.1. HELPFUL RESOURCES, Cont’d.

The National Diabetes Information Clearinghouse, 1 Information Way, Bethesda, MD 20892-
3560; Phone: (301) 468-2162, (800) 860-8747; provides materials such as these:

Insulin-dependent diabetes (NIH Booklet No. 94-2098).

Non-insulin dependent diabetes (NIH Booklet No. 92-241).

Diabetes: Taking charge of your diabetes (Brochure No. 1530).

Diabetes and your body: How to take care of your eyes and feet (Brochure No. 1553).

Download the following client education materials through links on the Nutrition Informa-
tion and Resource Center Web site: http://nirc.cas.psu.edu/online.cfm?area=440

Diabetes awareness and management. (2000). Kansas State University, Agricultural Experi-
ment Station and Cooperative Extension. Provides information on risk factors for diabetes,
symptoms, treatment, and resources.

Diet and diabetes. (2000). Colorado State University, Cooperative Extension. This four-
page publication provides information on goals of diabetic management, type 1 and type
2 diabetes, major nutrient recommendations, methods for planning diets, and using
nutritional labeling.

Keep your diabetes under control. (2000). National Institute for Diabetes & Digestive &
Kidney Diseases, National Institutes of Health. This eighteen-page booklet provides infor-
mation about blood sugar management and includes a chart to record blood sugars,
meals, and medicines.

Keep your eyes healthy. (2000). National Institute of Diabetes & Digestive & Kidney Dis-
eases, National Institutes of Health. This fourteen-page booklet provides information on
how to prevent or delay eye damage caused by diabetes.

Keep your feet and skin healthy. (2000). National Institute of Diabetes & Digestive & Kidney
Diseases, National Institutes of Health. This seventeen-page booklet provides information
on feet and skin problems that can result from diabetes and how people with diabetes can
prevent these problems from occurring.

Keep your nervous system healthy. (2000). National Institute of Diabetes & Digestive &
Kidney Diseases, National Institutes of Health. Provided in this twenty-one-page booklet
are detailed illustrations of the nervous system, and how uncontrolled diabetes can cause
damage, including how to prevent and treat these problems.

Keep your teeth and gums healthy. (2000). National Institute of Diabetes & Digestive &
Kidney Diseases, National Institutes of Health. Provided in this thirteen-page booklet is
information on damage to the teeth and gums that can occur as the result of diabetes as
well as how to prevent it.

Know your blood sugar numbers. (2000). National Diabetes Education Program, National
Institutes of Health. This brochure explains how to measure blood sugar levels with a
finger-stick test and hemoglobin A1c.

The power to control diabetes is in your hands. (2001). National Diabetes Education Pro-
gram, National Institutes of Health. Provided in this twelve-page brochure is information
on the importance of self-monitoring blood glucose levels.
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What I need to know about eating and diabetes. (2003). National Institute of Diabetes &
Digestive & Kidney Diseases, National Institutes of Health. This forty-eight-page publica-
tion reviews nutrition and diabetes, including what, when, and how much a person with
diabetes should eat. Also provided is information on medications, exercise, and the food
guide pyramid.

Heart Health Action Windsor-Essex and the Windsor-Essex County Health Unit offer the fol-
lowing detailed weight loss brochure:

Working toward wellness: Live better, live longer. Available from http://www.wechealthunit.
org/Content/Resources/Healthy_Weights_Brochure_Winter2004_February2004.pdf

Additional Organizations

American Academy of Family Physicians
P.O. Box 11210
Shawnee Mission, KS 66207-1210
Phone: (913) 906-6000; (800) 274-2237
Web site: http://www.aafp.org/index.xml

American Dietetic Association
120 South Riverside Plaza, Suite 2000
Chicago, IL 60606-6995
Phone: (800) 877-1600
Web site: www.eatright.org

National Center for Nutrition and Dietetics of the American Dietetic Association
Phone: (800) 877-1600

Resources for Health Care Professionals

American Academy of Pediatrics. (2004). Pediatric nutrition handbook (5th ed.). Elk Grove,
IL: Author. Available from http://www.aap.org/bst/showdetl.cfm?&DID=15&Product_
ID=760

American Diabetes Association. (2005). American Diabetes Association Complete guide to di-
abetes (4th ed.). Available from http://store.diabetes.org/products/product_details.jsp?

Bright Futures: Guidelines for health supervision of infants, children and adolescents; Bright
Futures pocket guide; Bright Futures anticipatory guidance cards. Available from the National
Center for Education in Maternal and Child Health, 2000 15th Street North, Suite 701,
Arlington, VA 22201-2617; (703) 524-7802; http://www.brightfutures.org

Hamill, P.V.V., Drizd, T. A., Johnson, C .L., Reed, R. B., Roche, A. F., & Moore, W. M. (1979).
Physical growth: National Center for Health Statistics percentiles. American Journal of Clini-
cal Nutrition, 32, 607–629. (Available as weight and length charts for boys and girls, ages
0–36 months, from Ross Products Division of Abbott Laboratories, Columbus, Ohio.)
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Joint National Committee on Detection, Evaluation and Treatment of High Blood Pressure.
(1993). The fifth report of the Joint National Committee on Detection, Evaluation and
Treatment of High Blood Pressure (JNCV). Archives of Internal Medicine, 153, 154–183.
Available from http://www.findarticles.com/p/articles/mi_m3225/is_n2_v47/ai_13432802

National Cholesterol Education Program. (1993). Second report of the expert panel on de-
tection, evaluation and treatment of high blood cholesterol of adults (Adult Treatment Panel II).
(NIH Publication No. 93-3095). Bethesda, MD: National Heart, Lung, and Blood Institute.
See also http://www8.utsouthwestern.edu/utsw/cda/dept27717/files/97623.html

National Research Council, Food and Nutrition Board. (1989). Recommended dietary
allowances (10th ed.). Washington, DC: National Academies Press. Available from http://
www.nap.edu/catalog/1349.html; see also http://ods.od.nih.gov/index.aspx

Shils, M., Shike, M., Caballero, B., & Cousins, R. (2005). Modern nutrition in health and
disease (10th ed.). Baltimore: Williams & Wilkins. Available from http://www.lww.com/
product/?0-7817-4133-5

U.S. Department of Health and Human Services. (1994). Clinician’s handbook of preventive
services (See the height and weight tables for adults age 25 and over). Washington, DC:
Author. Available from http://www.ahrq.gov/ppip/handbkup.htm For additional growth
charts, contact Mead Johnson Nutritional Division (for the name and telephone number
of an area representative) (812) 429-5000; or Ross Laboratories, Dept L-1120, Columbus,
OH 43260; (800) 227-5767.

U.S. Department of Health and Human Services & U.S. Department of Agriculture. (2005).
Dietary guidelines for Americans. Washington, DC: U.S. Government Printing Office. Avail-
able from http://www.healthierus.gov/dietaryguidelines

Web Sites

American Diabetes Association, http://www.diabetes.org

Arbor Nutrition Guide, www.arborcom.com

Ask the Dietitian, http://www.dietitian.com

diabetes.com, http://www.diabetes.com

National Council Against Health Fraud, http://www.ncahf.org

National Institute of Diabetes & Digestive & Kidney Diseases, http://www.niddk.nih.gov

Tufts University Nutrition Navigator, http://navigator.tufts.edu
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CHAPTER SIX

PHYSICAL ACTIVITY

Karen J. Calfas
Athena S. Hagler

Y

It is well-known that regular physical activity works to maintain psychological
and physical well-being and prevents chronic diseases and premature death

(U.S. Department of Health and Human Services [USDHHS], 1996). Despite
the numerous benefits of leading a physically active lifestyle, many Americans are
sedentary.

Health care professionals can have a meaningful impact on their clients’ level
of physical activity and as a result improve clients’ quality of life. Leading pro-
fessional health care organizations specifically recommend physical activity coun-
seling in the primary care setting (USDHHS, 1996, 2000).

This chapter will specifically address physical activity counseling in the pri-
mary care setting, broadly defined as any clinical setting where clients are being
seen for preventive health care. The counseling may be delivered by nurses, nurse
practitioners, physicians, or health educators, among others. The chapter is or-
ganized into six major sections. The first deals with the specific health benefits of
physical activity. The second describes theoretical models used to understand phys-
ical activity behavior. The third section examines provider barriers to counseling
and reviews studies of the different counseling approaches used in primary care

The authors wish to acknowledge the team of PACE researchers: Kevin Patrick, James F. Sallis,
Gregory Norman, Marion Zabinski, Barbara J. Long, and Wilma J. Wooten.
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and their efficacy. The fourth section discusses how to use Project PACE (Patient-
Centered Assessment and Counseling for Exercise) protocols to counsel appar-
ently healthy adults in an outpatient setting, and also offers examples of scripts.
The fifth section provides an overview of physical activity counseling for children
and older adults. The final section focuses on future directions for physical activ-
ity in health promotion.

Health Benefits and Epidemiology

This section considers the health benefits of physical activity, including the ben-
efits for individuals with chronic disease and begins our examination of how much
exercise people should get and how much they are currently getting.

Benefits for Those with Chronic Disease

Chronic diseases have had a profound impact on our nation. In fact, seven out of
every ten deaths in the United States are attributable to chronic disease (USDHHS,
2004). Coronary heart disease (CHD) is the leading cause of death and disability
in the United States (USDHHS, 2000). Physical inactivity is more prevalent than
other risk factors for CHD, such as high blood pressure, high blood cholesterol,
and cigarette smoking. Physically inactive Americans are almost twice as likely to
develop CHD than are those who engage in regular physical activity. These find-
ings are consistent with previous research indicating an inverse relationship be-
tween physical activity and CHD (Havranek, 1999; USDHHS, 1996).

Regular physical activity can also decrease an individual’s risk of developing
other chronic diseases, including obesity, certain types of cancer, and diabetes,
and of experiencing such other health problems as a heart attack or hypertension
(USDHHS, 2004). Regular physical activity can prevent and reduce obesity by
increasing lean muscle mass and energy expenditure and decreasing body fat (Blair
& Holder, 2002). Physical activity is a critical factor in weight loss maintenance
(Brownell, 1995; Klem, Wing, McGuire, Seagle, & Hill, 1997; USDHHS, 2004).
The American College of Sports Medicine (ACSM) has reported that regular
physical activity, including appropriate endurance and resistance training, is ther-
apeutic for type 2 diabetes because it lowers glucose levels and improves insulin
sensitivity (ACSM, 2000). Studies of intensive behavioral interventions, including
physical activity and diet modifications, have demonstrated dramatic improve-
ments in health-related outcomes among persons at risk for type 2 diabetes and
significantly reduced the incidence of diabetes (Knowler et al., 2002; Tuomilehto
et al., 2001). Physical activities that promote endurance can not only prevent the
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development of hypertension but can also lower blood pressure in hypertensive
and nonhypertensive adults (ACSM, 2004; Chodzko-Zajko, 1998).

Other Benefits of Physical Activity

Many other benefits are associated with an active lifestyle (USDHHS, 2000). First,
physical activity increases muscle and bone strength. Weight-bearing exercises fa-
cilitate normal skeletal development in children and adolescents and help young
adults reach and maintain their peak bone mass. Second, physical activity has var-
ious mental health benefits, such as reduced anxiety and stress levels and improved
mood (Task Force on Community Preventive Services, 2002; USDHHS, 1996,
2000). Additionally, physical activity may protect against the development of de-
pression in the future (Paffenbarger, Lee, & Leung, 1994; Van Gool et al., 2003).
In depressed populations two meta-analyses reported mean effect sizes ranging
from –.72 (Craft & Landers, 1998) to –1.1 (Lawlor & Hopker, 2001) for reducing
symptoms of depression, relative to no-treatment control groups.

How Much Physical Activity Is Enough?

Regular, moderate-intensity physical activity, done at once or broken up into two
or three shorter bouts of activity during the course of the day, is associated with
lower death rates and other general health benefits (Altena, Michaelson, Ball, &
Thomas, 2004; USDHHS, 1996, 2000). Therefore, a new guideline for moder-
ate-intensity physical activity was developed in 1995. This guideline states that
“every US adult should accumulate 30 minutes or more of moderate-intensity
physical activity on most, preferably all, days of the week” (Pate et al., 1995).
Moderate-intensity physical activities include walking, gardening, vacuuming, or
social dancing. Additional health benefits are gained by those who also perform
vigorous-intensity physical activity three or more times per week for at least twenty
minutes each time (USDHHS, 2000). Vigorous physical activities, such as swim-
ming and jogging, require more energy exertion than moderate activities and
therefore noticeably increase the heart rate. In addition to cardiovascular-based
recommendations for physical activity, the USDHHS also recommends adults
engage in physical activities that enhance and maintain muscular strength, en-
durance, and flexibility (USDHHS, 2000).

Experts agree that expending 700 to 2,000 extra calories per week (approxi-
mately 100 to 285 calories per day) via physical activity can provide many health
benefits including increased longevity (“Exercise Your Right to Health,” 2004).
Examples of activities that burn calories within this range include walking two
miles in thirty minutes to burn 150 calories, heavy cleaning for forty-five minutes
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to burn 250 calories, and an hour of singles tennis to burn 300 calories. These
activities may be completed in two to three shorter bouts, but must accumulate to
at least thirty minutes per day (on at least five days a week) to meet the minimum
guidelines for improved health (USDHHS, 2000).

From a behavioral point of view, research identifying the benefits of moder-
ate-intensity physical activity is good news. Moderate-intensity physical activity
may be more acceptable and achievable than vigorous activity for Americans who
are currently inactive. For example, walking or gardening is often very acceptable
to those not interested in “exercise.”

How Active Are Americans?

Despite the known benefits of physical activity, only 15 percent of adults engage
in the recommended amount (USDHHS, 2000). In fact, 40 percent of adults en-
gaged in no physical activity during their leisure time in 1997. There are dispar-
ities in the amount of physical activity done by various persons. For example,
physical activity decreases with age. Women and those with lower incomes and
less education are less active than men and those with higher incomes and edu-
cation (Dowda, Ainsworth, Addy, Saunders, & Riner, 2003; Van Mechelen, Twisk,
Post, Snel, & Kemper, 2000; USDHHS, 2000). In addition, African Americans
and Hispanics are generally less physically active than are whites, and adults in
the northeastern and southern states are typically less active than adults in the
north-central and western states (USDHHS, 2000). According to estimates pub-
lished in 2000, approximately 23 percent of adults engage in vigorous activity on
a regular basis (twenty minutes, three times a week), and 15 percent of U.S. adults
met the moderate physical activity guideline (thirty minutes of moderate activity
most days of the week). In addition, merely 18 percent did physical activities that
promoted flexibility, and only 30 percent did activities that promoted strength and
endurance (USDHHS, 2000).

Healthy People 2010

Healthy People 2010 objectives aim to increase the proportion of Americans who
engage in moderate-intensity physical activity, from 15 percent in 1997 to 30 per-
cent (USDHHS, 2000). Healthy People 2010 also contains two separate goals
(objectives 3–10h and 1–3a) focused on increasing the proportion of primary care
providers who conduct physical activity counseling. Approximately 22 percent of
physicians counseled their at-risk patients about physical activity in 1995; a de-
crease of 8 percent from 1988 (USDHHS, 2000). A survey of physicians’ physi-
cal activity counseling practices in North Dakota found that only 9 percent
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“always” or “most times” provided their patients with written materials on phys-
ical activity, and 91 percent reported that they “sometimes” or “never” provided
these materials (North Dakota Department of Health, 2000). These estimates say
nothing of the quality of the counseling or written materials.

Physicians’ beliefs about health habits influence their counseling practices. For
example, physicians who currently practice a healthy lifestyle themselves or are in
the process of improving their own lifestyles are more likely to counsel clients about
health habits (Abramson, Stein, Schaufele, Frates, & Rogan, 2000; Frank &
Kunovich-Frieze, 1995; Toyry et al., 2000). Physicians can optimize their counsel-
ing efforts by incorporating methods already known to promote health behavior
change (Elder, Ayala, & Harris, 1999), though there are few theoretical models for
understanding physician counseling practices (Honda & Sheinfeld Gorin, 2006).
Efficacious methods of counseling are derived from various theoretical models.

Theoretical Models for Understanding Physical Activity

There are many theories about how people change health behaviors. Increasing
people’s knowledge about the risks or benefits of a health behavior is generally
considered to be necessary but insufficient to change behavior. This section will
focus on three theoretical models of health behavior change, which address fac-
tors known to influence health behaviors, and apply them to physical activity
counseling.

Determinants of Physical Activity

Sedentary clients present a long list of barriers to participation in physical activ-
ity, including lack of time, poor motivation, lack of support from family and
friends, bad weather, and displeasure with physical activity. In fact, competing
demands are among the most common reasons people are not physically active
(USDHHS, 1996; Calfas, Sallis, Lovato, & Campbell, 1994). Additionally, few
things in our modern society promote physical activity. Electric garage door open-
ers, escalators, televisions (including their remote controls), all such things en-
courage inactivity; therefore the environment can also be a barrier to an active
lifestyle. Because so many factors influence participation in physical activity, it is
a difficult behavior to change. Successful attempts to change activity patterns re-
quire modification of personal, social, and environmental factors. To maximize
its effect, an intervention must have a theoretical foundation, target known medi-
ators of the behavior, and apply the most effective intervention approaches.
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Behavioral theories have been applied to the study of physical activity deter-
minants (or correlates). Modifiable correlates of physical activity have been re-
viewed (USDHHS, 1996; Sallis, Prochaska, Taylor, Hill, & Geraci, 1999; Marcus,
Nigg, Riebe, & Forsyth, 2000). These theories, or models, have been used to gen-
erate hypotheses about how best to help someone adopt (or maintain) physical ac-
tivity. Two theories will be discussed here: social cognitive theory and the
transtheoretical model.

Social Cognitive Theory

Social cognitive theory states that personal factors and the environment interact
to determine behavior and that all three can influence each other (Bandura, 1986).
This theory takes into account the complexity of behaviors like participation in
physical activity. A key component of social cognitive theory is self-efficacy. Self-

efficacy is the belief in one’s ability to competently perform a behavior. To deter-
mine a client’s self-efficacy the health care professional could ask, “How confident
do you feel about meeting this exercise goal over the next two weeks?” If the client
is highly confident, then he or she is experiencing high self-efficacy, and research
suggests that those who experience high self-efficacy are more likely to be physi-
cally active (Rovniak, Anderson, Winett, & Stephens, 2002; Sallis et al., 1989).

Other determinants of physical activity include social support, perceived bar-
riers and benefits, and enjoyment. Research indicates that social support (for ex-
ample, exercising with a friend, praising a friend for being active, or doing a chore
for a family member so he or she has time to be active) is consistently associated
with increased physical activity (Dowda et al., 2003; Giles-Corti & Donovan, 2002;
Sallis et al., 1999). Perceiving benefits from physical activity (for example, en-
dorsing statements such as, “I know if I exercise this morning, I’ll feel good all
day”) has been consistently and positively associated with participation in physi-
cal activity (Ali & Twibell, 1995; Marcus et al., 2000). Similarly, perceiving barri-
ers to activity is negatively associated with physical activity (Dishman & Steinhardt,
1990). Finally, enjoyment is consistently positively associated with physical activity
(Courneya & McAuley, 1994). These predictors of physical activity are modifi-
able and should be targeted during an intervention aimed at improving adher-
ence to an activity program (Baranowski, Lin, Wetter, Resnicow, & Hearn, 1997).

Transtheoretical Model

In the transtheoretical model, developed by Prochaska and DiClemente (1982), be-
havioral change is conceptualized as progressing through five stages of change. With
respect to physical activity the five stages are described as follows: (1) precontemplation,
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when one is not engaging in physical activity and is not interested in doing so in
the near future; (2) contemplation, when one is not engaging in activity (or is irreg-
ularly active) but is interested in becoming more active; (3) preparation, when one
is making small changes in physical activity or is ready to begin activity soon; (4)
action, when one is beginning a new activity program; and (5) maintenance, when
one has been regularly active for more than six months (Marcus, Rakowski, &
Rossi, 1992; Prochaska & Marcus, 1994). Persons may progress through these
stages out of order and may revert back to earlier stages from later stages. An im-
portant implication of the stages of change model is that clients need different in-
tervention messages, depending on their current stage of change, or readiness to

change. By assessing a client’s stage of change, the health care professional will be
able to identify the client’s current behavioral patterns, supports and barriers to
change, interest in changing these patterns, and likelihood of actually changing
these patterns.

Some methods of supporting behavioral change are more effective than oth-
ers. Many health education approaches focus on giving information to clients.
This is certainly necessary and appropriate, but it is usually insufficient to change
behavior, and changing behavior is required to obtain the desired outcome. In-
terventions that target improved behavioral skills are more likely to lead to be-
havioral change. For example, helping a client increase his or her social support
(by identifying a friend or family member who will encourage the client, for ex-
ample) and increase his or her self-efficacy (by setting realistic and measurable
goals, for example) will do more to increase physical activity than just telling some-
one to be more active. In fact, a review of the literature compared didactic, knowl-
edge-based interventions to behavioral, skill-based interventions and showed that
the latter were more than twice as likely to lead to behavioral change (Mazzuca,
1982). More specifically, research shows a positive prospective relationship be-
tween social support, self-efficacy, and physical activity (Rovniak et al., 2002;
Giovannucci et al., 1998; Sallis et al., 1999).

The PACE program (described in detail later in this chapter) uses the stages 
of change model to identify where clients are on the continuum of readiness to
change and specifically targets known determinants of physical activity for each
stage, using concepts from social cognitive theory.

Health Care Professional Physical Activity Counseling

Patients report that they value their physician’s advice and want to receive coun-
seling about physical activity (Godin & Shephard, 1990). Recent data indicate that
only 22 to 28 percent of patients receive provider administered physical activity
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counseling (Glasgow, Eakin, Fisher, Bacak, & Brownson, 2001; Podl, Goodwin,
Kikano, & Stange, 1999), although approximately 54 percent of patients were at
least questioned about exercise (Nawaz, Adams, & Katz, 2000). On average, about
.78 of a minute was spent in physical activity counseling (Podl et al., 1999). In ad-
dition, provider administered exercise counseling appears to occur more frequently
with patients who are older and have a chronic illness (Glasgow et al., 2001; Podl
et al., 1999).

Provider Barriers to Counseling

Several barriers exist that discourage or limit physical activity counseling by health
care professionals. Time constraints and lack of reimbursement for services rendered
are among the most frequently cited barriers (Estabrooks, Glasgow, & Dzewaltowski,
2003; Wee, 2001). Certainly, as constraints from managed care and other measures
of efficiency are introduced into more medical settings, spending even five minutes
on this topic during a fifteen-minute patient encounter may be unrealistic, especially
if it is nonreimbursable time. Health care professionals are often unaware of what
physical activity to recommend (that is, what frequency and intensity level). Health
care professionals may also perceive that their advice will not be followed. An ex-
ample from the obesity literature indicates that although half of providers felt they
were competent in prescribing weight loss (a large component of which is adminis-
tering a physical activity prescription [USDHHS, 2004], only 14 percent believed
that they were typically successful in helping their obese patients lose weight (Foster
et al., 2003). Other data indicate that providers may be unsure how to appropriately
tailor their counseling to an individual’s readiness for change, gender, socioeconomic
status, race or ethnicity, or level of education (ACSM, 2004).

Efficacy of Current Physical Activity Counseling Approaches

The average American makes approximately 2.7 doctor visits annually (USDHHS,
1999), so the opportunity for physical activity counseling clearly exists. But does
the counseling work? Results from reviews of the literature indicate mixed results.
Although some reports conclude that physician-administered physical activity
counseling generally results in moderate increases in physical activity levels (Eakin,
Glasgow, & Riley, 2000; Pinto, Goldstein, & Marcus, 1998; Simons-Morton,
Calfas, Oldenburg, & Burton, 1998), others find that the accumulated evidence is
insufficient to conclude whether or not this type of counseling is generally effective
(Eden, Orleans, Mulrow, Pender, & Teutsch, 2002).

The Activity Counseling Trial (ACT) was a five-year, randomized clinical trial
aimed at promoting exercise via physician counseling (Writing Group for the
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Activity Counseling Trial, 2001). A total of 874 sedentary men and women (aged
thirty-five to seventy-five years) were randomized to (1) standard care (that is, given
physician advice to exercise for at least thirty minutes daily and given written ma-
terials), (2) assistance (physician advice plus interactive mail and behavioral coun-
seling), or (3) counseling (physician advice, interactive mail, and behavioral
counseling, plus telephone counseling and behavioral classes). Providers were
trained to deliver three to four minutes of physical activity advice. After two years,
the women in both the assistance and counseling group improved their car-
diorespiratory fitness significantly more (5 percent) than women in the advice only
group did (p = .02 and .046, respectively). There were no significant group dif-
ferences in cardiorespiratory fitness among men. Also, the addition of the physi-
cal activity counseling did not disrupt the routine primary care visits. In fact, 83
percent of the providers spent less than five to six minutes counseling, and 46 per-
cent spent three to four minutes. Sixty-three percent of the providers reported
that the advice added little or no length to the visit. Although the advice-only
group did not yield significant results among women or men, the positive results
seen with both the assistance and counseling groups among women provides
promising preliminary evidence for physical activity counseling in the primary
care setting.

Another approach to physical activity counseling in primary care was devel-
oped and implemented by Project PACE (Patient-Centered Assessment and Coun-
seling for Exercise). Various studies have been conducted to date on this
intervention. The first found the PACE intervention to be acceptable and usable
by providers, office staff, and patients in four parts of the United States (Long et
al., 1996). Specifically, the PACE materials were rated highly acceptable, usable,
and readily understandable to providers and patients. Seventy-five percent of
providers reported that they would recommend PACE to other primary care pro-
viders, 80 percent said that their patients were “receptive” or “very receptive” to
counseling, and most stated that the counseling was easy to do and improved their
ability to do physical activity counseling. Patient assessment of the PACE process
was uniformly positive, with 80 percent of patients reporting that the forms were
“easy” or “very easy” to understand, and 72 percent reporting that the counsel-
ing was helpful. However, only 35 percent of providers reported that office staff
were able to adopt PACE with minimal difficulty. Similarly, over one-third of of-
fice staff reported difficulty with paperwork or procedures related to PACE (Long
et al., 1996). The PACE materials were acceptable and usable, but the process is
heavily dependent on the office staff, and subsequent studies of PACE have in-
cluded more specific procedures and training for office staff.

The second PACE study was designed to determine its efficacy, or effect, on
the client’s physical activity level when the intervention was delivered as written
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(Calfas et al., 1996). In this quasi-experimental study, 212 sedentary, apparently
healthy clients received either the PACE counseling or standard care (no physical
activity counseling) during a scheduled well visit. Clients were assessed before and
four to six weeks after their scheduled appointment with a PACE-trained provider.
Compared to control patients, those who received PACE counseling increased their
use of cognitive and behavioral strategies to increase physical activity; behavioral
methods and improved self-efficacy were associated with an increase in physical
activity (Calfas, Sallis, Oldenburg, & Ffrench, 1997). Also, patients who received
the PACE intervention reported more minutes of walking for exercise compared
to those who did not receive the counseling (75.4 versus 42.2 minutes per week;
p < .05). Although all patients were in the contemplation stage of change at base-
line, more participants in the intervention group moved into the action stage of
change compared to controls (52 percent versus 12 percent; p < .001).

The PACE paper-based materials were later modified to be completed by
using a computer kiosk in the physician’s waiting room. They were further mod-
ified to include nutrition goals (reduced dietary fat and increased fruit and veg-
etable intake). Clients completed the assessment and goal setting on the computer,
and a tailored counseling protocol was printed for use by the physician during a
previously scheduled visit. Two additional pilot studies evaluated this newer ver-
sion of the PACE intervention among adolescents (Patrick et al., 2001) and adults
(Calfas et al., 2002). In both studies, participants completed a computerized as-
sessment (Prochaska, Zabinski, Calfas, Sallis, & Patrick, 2000), chose one physi-
cal activity and one nutrition goal to target (that is, work on), and then discussed
the plan with their physician (Calfas et al., 2002; Patrick, Sallis, et al., 2001). Sub-
sequently, patients were randomly assigned to one of four groups: (1) no further
contact (control), (2) mail only, (3) infrequent telephone and mail, or (4) frequent
telephone and mail. Behavioral targets included moderate- and vigorous-inten-
sity physical activity and dietary fat and fruit and vegetable intake. Both studies
found that participants who targeted a particular behavior to change were more
successful than those who did not target a specific behavior. Although partici-
pants’ behaviors in all conditions improved, those in the extended intervention
did not have better outcomes than those who received the computer and provider
counseling components only. Overall, both studies supported the feasibility of
the PACE interactive computer program and physician counseling components
of PACE.

Although many professional medical organizations recommend some type of
physical activity counseling in the primary care setting (American Academy of Pe-
diatrics, 2001; American College of Obstetrics and Gynecology, 2000; ACSM,
1998; American Heart Association, 2003), the U.S. Preventive Services Task Force
(USPSTF), in a review of the evidence, concluded that the existing evidence is
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insufficient to recommend for or against physical activity counseling in primary
care settings (Eden et al., 2002; USPSTF, 2002). This does not mean that coun-
seling is unimportant and should not be conducted. Rather, it indicates that more
effective methods are necessary. Generally, studies with shorter-term follow-up
assessments and studies that used behavioral theories to inform the intervention
had better physical activity outcomes than did those without these components
(Simons-Morton et al., 1998).

In summary, the data regarding the efficacy of physical activity counseling in
primary care settings are inconsistent. The promising results of many studies and
the importance of physical activity for ameliorating the recent increase in obesity
make further research in this field a priority.

The next section describes the PACE paper-based counseling approach in detail.

PACE Counseling Approach

PACE counseling was developed in the early 1990s in response to the health ob-
jective for the year 2000 that calls for a greater proportion of physicians to coun-
sel their patients about physical activity. Those goals have been carried over into
the year 2010 health objectives (USDHHS, 2000). The focus of PACE is to alter
known determinants of physical activity, using a simplified version of the stages
of change approach to categorize patients into one of three stages of readiness
for change (precontemplators, contemplators, and actives). A specific counseling
approach has been developed for clients in each of the three stages, and each ap-
proach corresponds to one of the three counseling protocols. A one-page assessment

tool is used to identify the client’s stage of change. The back of the assessment page
contains the Physical Activity Readiness Questionnaire (PAR-Q) (Chisholm, Collis,
Kulak, Davenport, & Gruber, 1975), which screens for contraindications to exer-
cise and is meant to be a risk assessment for the health care professional to use in
addition to the medical record.

PACE was developed for primary care providers to use with their apparently
healthy, adult patients in the outpatient setting. Although the original purpose of
the PACE project was to develop tools for physicians to use, it is appropriate for
nurses, health educators, and other members of the primary care team to conduct
this counseling. The PACE approach has been adapted for use in many other med-
ical settings, including diabetes management and physical therapy settings. The
goal of PACE is to promote modest increases in physical activity; therefore health
care professionals often recommend that clients begin a program of moderate phys-
ical activity. For clients already doing moderate or vigorous physical activity, rec-
ommendations that include vigorous activity may be made, as appropriate.
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The PACE Process

Clients are given the one-page PACE assessment tool (a measure of interest and
their current level of physical activity) (see Figure 6.1) when they arrive for their
nonacute visit. The front of the page contains stage-relevant questions about phys-
ical activity, which the client is asked to complete and return to the receptionist.
The receptionist then notes the client’s stage of change and gives the client the
appropriate one-page counseling protocol. The back of the protocol contains
stage-relevant information for the client’s use at home.

After the client completes the first half of the protocol in the waiting room
and returns it to the receptionist, it is placed in the chart for the health care pro-
fessional to review before entering the examination room. The counseling takes
two to five minutes, depending on the protocol. During the counseling, the health
care professional discusses stage-tailored content with the client, and they come
to an agreement about a physical activity goal, if one is to be set.

General Principles for PACE Counseling

PACE was developed to address the many barriers that affect physician counsel-
ing for behavioral change. There was little researchers could do about the reim-
bursement issue. However, researchers could develop standardized counseling
protocols and good training and could minimize the time required to conduct the
counseling.

The first general principle for PACE counseling is time efficiency. The challenge
with any type of health behavior counseling in primary care is that it needs to be
brief enough for health care professionals to actually do it, yet it also needs to have
enough substance to change patient behavior. Imbalance in either direction will
produce little or no change in physical activity. Primary care providers want to do
the best thing for their clients, and if they believe that it is important for a specific
client to increase his or her physical activity and that spending a few minutes will
result in increased activity, they are usually willing to try it. The PACE protocols
are based on theories of behavioral change known to affect physical activity, and
they can be delivered in two to five minutes.

Another general principle is that counseling must be a team effort. If office staff
are not fully aware of and willing to distribute and collect the assessment and
counseling forms, the process will not work. Likewise, different health care pro-
fessionals in the same office may deliver different parts of the message. Generally,
there are two parts of the PACE message—the advice, or recommendation, to be
active and the counseling about how to be or stay active. In some settings the
physician may give the recommendation, and a nurse or health educator may do
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What is Your PACE Score?

P A T I E N T ’ S  N A M E D A T E

                This form will help your health care provider understand your level of 
physical   activity.Please read the entire form and then choose the ONE number  
  below that best describes your current level of physical activity or your  
  readiness to do more physical activity. Do not include activities you do  
  as part of your job. 

  “Vigorous” exercise includes activities like jogging, running, fast cycling, 
aerobics classes, swimming laps, singles tennis, and racquetball.  Any activity that makes you work as 
hard as jogging and lasts 20 minutes at a time should be counted. These types of activities usually increase 
your heart rate, and make you sweat, and you get out of breath. (Do not count weight lifting.) Regular 
vigorous exercise is done for at least 20 minutes at a time and at least 3 days a week. “Moderate” exercise 
includes activities like brisk walking, gardening, slow cycling, dancing, doubles tennis, or hardwork 
around the house.  Any activity that makes you work as hard as brisk walking and that lasts at least 10 
minutes at a time should be counted.  Regular moderate exercise is done at least 30 minutes a day and at 
least 5 days a week.

C U R R E N T  P H Y S I C A L  AC T I V I T Y  S T AT U S

Circle one number only.

 1. I don’t do regular vigorous or moderate exercise now, and I don’t intend  
  to start in the next 6 months.

 2. I don’t do regular vigorous or moderate exercise now, but I have been  
  thinking of starting in the next 6 months.

 3. I’m trying to start doing vigorous or moderate exercise, but I don’t do it  
  regularly.

 4. I’m doing vigorous exercise less than 3 times per week (or) moderate  
  exercise less than 5 times per week.

 5. I’ve been doing 30 minutes a day of moderate exercise 5 or more days  
  per week for the last 1-5 months.

 6. I’ve been doing 30 minutes a day of moderate exercise 5 or more days  
  per week for the last 6 months or more.

 7. I’ve been doing vigorous exercise 3 or more days per week for the last 1-5  
  months.

 8. I’ve been doing vigorous exercise 3 or more days per week for the last 6  
  months or more.

Please complete other side.

FIGURE 6.1. PACE ASSESSMENT TOOL.
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Y E S N O

P H Y S I C A L  A C T I V I T Y  R E A D I N E S S  Q U E S T I O N N A I R E
( P A R - Q ) *

A  S E L F - A D M I N I S T E R E D  Q U E S T I O N N A I R E  F O R  A D U L T S

PAR-Q is designed to help you help yourself. Many health benefits are associated with regular 
exercise, and the completion of PAR-Q is a sensible first step to take if you are planning to increase 
the amount of physical activity in your life. 

For most people, physical activity should not pose any problem or hazard. PAR-Q has been designed 
to identify the small number of adults for whom physical activity might be inappropriate or those 
who should have medical advice concerning the type of activity most suitable for them. 

Common sense is your best guide in answering these questions. Please read them carefully and check YES 
or NO opposite the question as it applies to you.

m m 1. Has your doctor ever said that you have a heart condition and that you should  
  only do physical activity recommended by a doctor?

m m 2. Do you feel pain in your chest when you do physical activity?

m m 3. In the past month, have you had chest pain when you were not doing  
  physical activity?

m m 4. Do you lose your balance because of dizziness or do you ever lose 
  consciousness?

m m 5. Do you have a bone or joint problem that could be made worse by a change  
  in your physical activity?

m m 6. Is your doctor currently prescribing drugs (for example,water pills) for your  
  blood pressure or heart condition?

m m 7. Do you know of any other reason why you should not do physical activity?

Note:If you have a temporary illness, such as a common cold, or are not feeling well at this time—Postpone.

*Adapted from the 1994 revised version ofthe Physical Activity Readiness Questionnaire PAR-Q and YOU. The PAR-Q and YOU is a copyrighted pre-exercise screen 
owned by the Canadian Society for Exercise Physiology.

Copyright © 1999 by San Diego State University Foundation and San Diego Center for Health Interventions, LLC.

The San Diego Center for Health Interventions and San Diego State University Foundation give permission to the Mass. Dept. of Public Health, Women’s Health 
Network to duplicate these materials for provider use only, effective January 1, 2002 thru December 31, 2004. This contract expires January 1, 2005.

FIGURE 6.1. PACE ASSESSMENT TOOL, Cont’d.

Gorin.c06  2/14/06  9:13 AM  Page 205



the rest of the counseling. In other settings the nurse or physician delivers all the
counseling, and that is how the process will be described here. The point is that
this counseling is delivered in the primary care setting and that the health care pro-
fessional should use whatever resources are available to deliver the counseling in
whatever manner makes the most sense for that setting. The PACE materials were
designed to accommodate different settings and have been used by a variety of
providers, including physicians, nurse practitioners, nurses, health educators, and
physical therapists.

A third principle is to get the right message to the right person. In almost every en-
counter, time is at a premium. Health care professionals do not have time to waste
giving detailed advice to patients who are not interested, but that is what many
do. They do not take into account how ready the client is to deal with a particular
clinical issue. Similarly, they should not spend time extolling the benefits of phys-
ical activity to someone who is already active (that is, they should not “preach to
the choir”). The PACE approach allows the health care professional to target his
or her message to meet a client’s unique needs.

The PACE materials use a modified version of the stages of change theory to
place each client into one of three groups: (1) precontemplators, those not presently ac-
tive and not interested in becoming active; (2) contemplators, those not presently active
or irregularly active but interested in beginning an activity program; and (3) actives,

those already active. As previously stated, a different message has been specifically
designed to be relevant to clients in each stage. The stages were collapsed from five
to three because the intervention messages were not significantly different for those
in preparation and those in contemplation or for those in action and those in main-
tenance, and three protocols (messages) were more practical than five for use in a
medical setting. See Table 6.1 for a summary of PACE counseling by stage.

The value of identifying each client’s group is that the health care professional
can then spend the most time with the middle group, the contemplators. They are
the most ready for change and the most likely to actually adopt an activity pro-
gram based on their health care professional’s recommendation. Also, patients
moving from mostly sedentary to moderately active lifestyles are the ones who will
derive the most benefit from behavioral change (Blair et al., 1995). Using this
tailoring approach allows health care professionals to be more efficient with their
time because they do not waste time outlining an exercise program for a precon-
templator nor do they waste time by espousing the benefits of activity to some-
one in the active stage.

The final general principle is to involve the client. Clients are more likely to meet
goals when they are able to participate in setting those goals. PACE counsel-
ing uses an interactive approach in which the health care professional and client
agree on the physical activity goals, using recommendations from the health care
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professional and information from the client about what would be most enjoyable
and doable given the client’s lifestyle. Involving the client in the decision-making
process makes the client more accountable for the result and encourages him or
her to take responsibility for his or her own health.

Scripts

This section presents specific recommendations for each of the three PACE pro-
tocols (summarized in Table 6.1).

Precontemplators. The protocol for precontemplators (PACE score = 1) is called
“Getting Out of Your Chair,” and applies to approximately 10 percent of clients.
The goal for the precontemplator is not to set a physical activity goal but to think

about the benefits of physical activity. These clients will appreciate not being pres-
sured to begin an exercise program. They are asked to identify two potential ben-
efits of being physically active, the reasons they are not currently active, and two
ways to get around their roadblocks. If they can’t think of how to get around road-
blocks, examples are listed on the back of the protocol.

Primary care providers are encouraged to give precontemplator clients per-

sonalized advice to think about beginning a moderate-intensity program of physical
activity. Health care professionals should use their clout and knowledge of the
client’s health status to give specific advice. For example, after reviewing a client’s
protocol a health care professional might say: “Mrs. Smith, I understand that you
are not interested in starting a walking program now. However, since you are over-
weight and are on medication for high blood pressure, walking regularly (even just
fifteen minutes per day to start) will help both of these conditions. You listed lack
of time and interest as barriers to beginning a program. I’d like you to look over
the potential ways to get around these barriers, on the back of this sheet, and think
about starting a walking program. It is important for your health. If you decide
you’d like to begin, come back and see me and I’ll help you get started.” This dis-
cussion will take only one to two minutes, and if the patient just thinks about it
before his or her next visit, the primary care provider will have succeeded. The
health care professional saves time with this group by not developing an exercise
plan the client doesn’t want to follow. Further, clients generally appreciate being
heard; if the health care professional does not give advice about physical activity
that the client is not interested in starting, the client may be more likely to listen
to other advice that is given.

Contemplators. The protocol for contemplators is called “Planning the First
Step” (PACE score = 2 to 4). Approximately 50 percent of the population is in
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this stage of change. Clients are asked to identify two benefits of physical activity
and what type of program they would like to begin. They are asked to be fairly spe-
cific, identifying activities they enjoy, where they will be active, a realistic frequency
of activity, the duration of activity, and who in their life can provide social support
for their program. The health care professional should begin by praising the client
for wanting to begin: “Mr. Jones, it is great that you are thinking about starting a
walking program. You indicated on your form that you would like to have more en-
ergy, and being physically active will help you do that. I’d like to help you get started.
Are there other things you would like to get out of being active? [Client responds.] In
addition to having more energy, being active will help you control your weight, re-
duce the risk of cardiovascular disease, and even help you sleep better at night.”

Next, the client and health care professional should review the proposed pro-
gram together. Health care professionals should ask about enjoyment: “You need
to choose an activity that you enjoy doing. What kind of activities have you done
and enjoyed in the past?” Some clients will write a plan that is too ambitious or
not challenging enough. Negotiate with the client: “I know you are anxious to get
started and that’s great, but why don’t you start out with walking two to three days
per week for fifteen to twenty minutes each time instead of every day. Once you’ve
mastered that, you can gradually increase.” A good way to assess self-efficacy is
to ask the client, “How confident (sure) are you (on a scale from 0 percent [not
confident at all] to 100 percent [totally confident]) that you can do this plan for
the next two weeks?” If the client is less than 90 percent sure he or she can do it,
adjust the goal to something easier to accomplish. It is very important for people
to have a successful experience when they start out. Next, the health care profes-
sional assesses the client’s social support: “Who will help you stick to your physical
activity program? What kinds of things can they do that will be helpful to you?
What kinds of things would you specifically not like them to do?”

The professional and client name barriers that might get in the way of meet-
ing the goal. Planning in advance for these barriers is much more effective than
waiting for them to happen. The professional might say: “You indicated that being
too tired when you come home from work and being bored with exercise are bar-
riers for you. You also said that you might try exercising in the morning. I think
that’s a great idea. You’ll feel good all day knowing you have done something good
for yourself. Another way people deal with this problem is to exercise before they
go home at night. So take your walking shoes with you to work and walk there be-
fore you leave, or meet a friend at a park. Just avoid going home and sitting down
in front of the television; because you’re right, you might not leave to do your
walk. The other thing you mentioned is that exercise can be boring. Try listening
to music, vary what you do (walk one day, swim the next), or vary where you take
your walk or do your activity with a friend. That will take the routine out of it.”
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Then the health care professional writes the agreed-upon plan in a box pro-
vided at the bottom of the protocol, indicating the frequency, intensity, type, and
time (duration) of the physical activity. Both the health care professional and client
sign the protocol, indicating a commitment by the client to meet this goal for a
specified period. The back of the protocol contains suggestions for moderate and
vigorous activities, suggestions about how to get around roadblocks, and an ac-
tivity log. This protocol takes approximately five minutes to conduct. It allows
health care professionals to invest their time wisely with a client who is ready—
and therefore most likely—to change his or her lifestyle.

Actives. The protocol for actives is called “Keeping the PACE” (PACE score = 5
to 8). Approximately 40 percent of all clients will be in this category. The goal for
this intervention is to review the client’s current program, make suggestions for
changes if appropriate, and discuss ways to avoid relapse. Clients are asked to doc-
ument the type, intensity, frequency, and duration of their current activity pro-
gram. They also document who supports them, any injuries they have had related
to physical activity, what aspects of their program are most and least satisfying to
them, and any changes they would like to make to their activity program to make
it more convenient, enjoyable, or safe.

Health care professionals may recommend that clients continue with the same

level of activity (“I see here that you are walking three times a week for half an
hour. That’s a good level for you. Keep up the good work.”) or increase their cur-
rent activity (“I see that you are riding your bike two times per week. Have you
considered adding another exercise time to your schedule? Given your medical
history and current physical condition, you can safely exercise three times per
week and that is the recommended amount.”), or even decrease their current ac-
tivity (“I see that you run five miles six or seven days per week. That’s a lot of ex-
ercise, and I’m concerned that you might get a sports-related injury. What is
prompting you to exercise that much? Have you encountered any problems?”).

Assess social support and potential relapse situations by asking, “Who can
help you accomplish this goal?” and, “What is most likely to interfere with your
activity program? What has caused you to stop exercising in the past? What can
you do to avoid those barriers again? What did you do to get back on track last
time you stopped exercising for a while?” The health care professional may refer
to the back of the protocol to assist with making suggestions. Finally, assess the
client’s self-efficacy, “On a scale from 1 to 5, how confident are you that you can
continue doing regular physical activity for the next three months?” Again, if the
client is not highly confident, readjust the goal. The health care professional notes
the agreed-upon program in the box at the bottom of the protocol and both sign.
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This protocol will take two to four minutes, depending on whether or not the pro-
fessional recommends changes to the program.

Having handouts ready to address patient questions you do not have time to
answer fully is very helpful. Exhibit 6.2 on page 221 lists additional resources.

PACE Follow-Up

PACE counseling includes a brief follow-up, which may be done in person, by
mail, or over the phone. If there is a reason for the client to return to the clinic,
that is ideal, but not necessary. In the PACE efficacy study (Calfas et al., 1996),
the follow-up was conducted during ten-minute phone interviews by a trained
health educator two weeks after the office visit. Follow-up can be done by any
trained health care professional. It does not have to be the same health care pro-
fessional who conducted the original counseling. The purpose of the follow-up is
to ask how a client is progressing with his or her physical activity goals, to iden-
tify problems and solutions, and to provide support. If formal follow-up is not pos-
sible, office staff may send a postcard follow-up. The health care professional
should also be sure to ask about physical activity at the client’s next office visit.
Ideally, clients should complete a new PACE protocol at every well visit. This al-
lows the health care professional to continue tailoring the exercise program to
meet the client’s changing needs. This may not be practical in some settings, but
the health care professional should at least ask about physical activity at every
nonacute visit.

Making PACE Part of the Clinical System

An effective protocol will not help if health care professionals do not use it. As
medicine changes from a system where reimbursement occurs only when persons
are sick to a capitated system in which a profit is made by keeping clients well,
these protocols will be in more demand. If they are effective, health care profes-
sionals will eventually be reimbursed for conducting this counseling.

Additionally, the literature on exercise adoption and maintenance is relatively
scant compared to that on smoking cessation and diet intervention. Physical ac-
tivity was recognized as an independent risk factor for cardiovascular disease in
1992, much more recently than smoking or poor diet. It took many years for
smoking cessation recommendations from physicians to become part of the “rou-
tine” primary care visit. We hope that physical activity recommendations will soon
become routine.
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There are six practical factors that can significantly increase the likelihood of
PACE counseling occurring as planned. First, the office staff need to be included
in PACE training and decision making about how the process will work in their
particular clinical setting. If the office staff are not successful in having clients
complete the forms, the health care professional cannot do the counseling. In our
studies, office staff who were engaged in the process from the beginning were
more enthusiastic about doing PACE in their offices than were others. Second,
use chart stickers on medical records to identify clients who are being paced. This
will alert any health care professional the client sees to ask about physical activity
at every visit. Third, for counseling visits, put the completed protocol on (or in)
the chart as a reminder to health care professionals to do the full PACE counsel-
ing. Fourth, the health care professional decides which clients will receive PACE
counseling routinely in his or her clinic. Good candidates may be clients receiv-
ing annual pap smears, routine physical exams, or routine blood pressure checks
for controlled hypertension. Fifth, the physical activity level (PACE score) should
be included with the vital signs, similar to the way smoking status is recorded as
a vital sign in many clinic settings today. Finally, no system can be designed to ac-
commodate all possible settings, so the system can be changed as needed to work
in a specific setting (for example, who does the counseling, how patients are iden-
tified, how records are kept, and how or if follow-up occurs might all be changed
as needed).

Physical Activity Counseling for Children, 
Adolescents, and Older Adults

Some additional recommendations can be made for counseling children, adoles-
cents, and older adults about physical activity.

Children and Adolescents

Researchers suggest that beginning physical activity programs early in life is the
best way to prevent adolescent and later adult obesity. Current physical activity
recommendations for adolescents include at least sixty minutes of moderate to
vigorous physical activity daily (USDHHS, 2000; Biddle, Sallis, & Cavill, 1998;
Cavill, Biddle, & Sallis, 2001). Guidelines for Adolescent Preventive Services (GAPS)
(American Medical Association, 1992; Elster & Kuznets, 1994) recommends that
adolescents  (individuals aged eleven to twenty-one) receive annual preventive ser-
vices visits that address both medical and behavioral aspects of health. With re-
spect to physical activity, GAPS recommends that “all adolescents should receive
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health guidance annually about the benefits of exercise and should be encour-
aged to engage in safe exercise on a regular basis.”

There are few physical activity interventions in primary care for adolescent
clients. Walker et al. (2002) found that a larger proportion of those teens (fourteen-
to fifteen-year-olds) who received physician advice regarding physical activity pro-
gressed on an exercise stage of change compared to teens who did not receive such
advice; however, actual change in exercise behavior was not significant.

Based on results from the PACE pilot study with adolescents (described ear-
lier), a new randomized controlled trial of the PACE intervention with adoles-
cents is currently under way. The results from this study will be available soon.
However, the manual Bright Futures in Practice: Physical Activity (Patrick, Spear, et
al., 2001) describes approaches physicians can use with children and adolescents
(from infancy through age twenty-one). General counseling recommendations
include (1) assessing the child’s level of physical activity at every visit; (2) recom-
mending that children should be physically active every day or nearly every day,
as part of play, games, physical education, planned physical activities, recreation,
and sports, in the context of family, school, and community activities; (3) encour-
aging parents to be involved in physical activity with their child; and (4) encourag-
ing older children to find physical activities that they enjoy and can continue into
adulthood.

A recent review of physical activity interventions reported that school-based
physical education interventions were effective in increasing levels of activity
(Kahn et al., 2002). Kahn et al. also concluded that the existing evidence is in-
sufficient to determine whether or not the following types of physical activity in-
tervention are effective: classroom-based health education focused on information
provision, classroom-based health education focused on reducing television view-
ing and video game playing, and college-based health education, among others.
However, school-based programs that focus on skill building during physical ed-
ucation time are more promising. In SPARK-PE (Sports Play and Active Recre-
ation for Kids), specialist-led or trained teacher–led physical education classes can
increase the total number of minutes children spend in physical activity during
recess as well as children’s cardiovascular fitness (Sallis et al., 1997; McKenzie,
Sallis, Kolody, & Faucette, 1997).

Older Adults

Counseling older adults about physical activity is similar to counseling younger
adults, with a few exceptions. Older adults are more likely to require physician
approval to begin a physical activity program. Once this permission is obtained,
many seniors lead very active lifestyles. For this age group, emphasize the benefits
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of moderate physical activity. Brisk walking, gardening, and some forms of house-
work can lead to health benefits. Living independently is very important to this
age group. Strength training exercises can help older adults maintain indepen-
dence by increasing their muscle strength and thus their ability to perform such
activities of daily living as maintaining personal hygiene, maintaining a house-
hold, and managing transportation. Health care professionals should encourage
older clients to think of each physical challenge, like lifting groceries into the car
or reaching for something on the top shelf, as an opportunity to maintain their
muscle strength and independence. The American Association of Retired Persons
and the Active for Life program have good client information and physical activ-
ity programs available for older adults (American Association of Retired Persons,
n.d.; Active for Life, n.d.).

Future Directions for Health 
Promotion in Physical Activity

One of the most important goals for this field is to develop counseling protocols
that work. A growing number of physical activity studies in primary care have
been conducted with promising but inconsistent results (for reviews, see Simons-
Morton et al., 1998; Eakin et al., 2000; Wee, 2001). Before we in the health pro-
motion field can ask health care professionals to spend valuable time doing these
kinds of interventions, we need to demonstrate more fully that these interventions
work. Project PACE is evolving. Several new PACE studies are currently under
way, including four randomized controlled trials focused on apparently healthy
adolescents, overweight women, overweight men, and adolescents at risk of de-
veloping type 2 diabetes. The major changes being made in PACE counseling are
(1) incorporating nutrition behavioral change goals, (2) tailoring to specific at-risk
client populations, and (3) using computer technology to assist the health care pro-
fessional in client assessment and delivery of the PACE intervention. Although
these protocols are not yet available, the general counseling principles can be used
with many health promotion topics and can be adapted for various populations
and age groups.

An important clinical issue in preventive medicine is how to manage all the
demands for preventive medicine counseling. Physical activity is only one of
many important health topics. For this reason PACE researchers recently added
nutrition as a health promotion behavioral change goal. Physical activity and nu-
trition are related health behaviors and both are important for weight man-
agement, an increasingly important health topic. Nine other personal health
behaviors, or topics, are outlined in this volume, and each deserves special at-
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tention. How these topics will be addressed in the context of the primary care
setting (for example, one at a time or multiple topics per visit) remains a valued
area for future research.

Research suggests that computer technology is a promising medium to use
for health behavior interventions, including weight loss (Tate, Wing, & Winett,
2001; Tate, Jackvony, & Wing, 2003), dietary improvements (Oenema, Brug, &
Lechner, 2001), and eating disorder behaviors (Celio et al., 2000). Internet-
based patient education systems have been found to be well accepted by pa-
tients in clinical settings (Helwig, Lovelle, Guse, & Gottlieb, 1999). The prom-
ise of Internet and cell phone technologies to support and enhance the efforts
of health care professionals in counseling clients is a vast area for further
research.

Summary

Physical activity is a major factor in risk reduction for cardiovascular disease, colon
cancer, and non-insulin-dependent diabetes mellitus. It is a key element of weight
control and maintenance of bone mass. Physical activity is related to reduced
symptoms of depression and anxiety and overall psychological well-being (Task
Force on Community Preventive Services, 2002; USDHHS, 1996). Yet more than
60 percent of all adults do not perform the recommended amount of physical ac-
tivity (USDHHS, 2000). A common barrier to activity is competing time demands.

The transtheoretical model, which focuses on the stages of change through
which a client moves in adopting physical activity, and social cognitive theory are
the foundation of the PACE model described in this chapter. Several studies have
demonstrated PACE’s efficacy with adults and adolescents in outpatient settings.
The client’s stage of change, from precontemplation to contemplation to active,
determines the counseling approach each health care professional adopts.
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EXHIBIT 6.2. HELPFUL RESOURCES.

PACE: Physician’s manual (2nd ed.). (1999). Available from San Diego State University, 
San Diego Center for Health Interventions, San Diego, CA 92182-4720; Phone: (619)
594-5949; Fax: (619) 594-3639; and can be ordered via a Web site: http://www.
drjamessallis.sdsu.edu/paceform. This publication outlines the PACE process in more
detail; patient materials available in English and Spanish.

Patrick, K., Spear, B., Holt, K., & Sofka, D. (Eds.). (2001). Bright futures in practice: 
Physical activity. Arlington, VA: National Center for Education in Maternal and Child
Health. Provider materials for physical activity counseling with children and adolescents,
including chapters on physical activity at different developmental stages, special issues 
for children and adolescents, and counseling tools.

SPARK PE: Sports Play and Active Recreation for Kids. Available from SPARK, Phone: 
(800) SPARK-PE; Web site: www.SPARKPE.org/index.jsp. SPARK is a physical activity train-
ing and curricula for elementary school teachers.

The Walking Kit. Available from the Stanford Center for Research and Disease Prevention;
Web site: http://hprc.stanford.edu/pages/store/itemDetail.asp?23

Parlay International’s one-page exercise handouts can be copied onto your letterhead 
and given to patients as appropriate. They cover multiple topics, such as how to take your
pulse, dressing for exercise in warm or cold weather, buying good walking or running
shoes, stretching, and injury prevention. Available (as a kit) from Parlay International;
Phone: (800) 457-2752; Web site: http://www.parlay.com/aboutUs/index.html

National Organizations
American College of Sports Medicine; Phone: (317) 637-9200; Web site: www.ACSM.org

American Heart Association; Phone: (800) 787-8984; Web site: www.AmericanHeart.org

YMCA Program Store; Phone: (800) 872-9622; Web site: www.YMCA.net

American Alliance for Health, Physical Education, Recreation, and Dance (AAHPERD);
Phone: 1-800-213-7193; Web site: http://www.aahperd.org

President’s Council on Physical Fitness; Phone: (202) 690-9000; Web site: www.fitness.gov
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CHAPTER SEVEN

SEXUAL HEALTH

Theo Sandfort

Y

Very few people, if any, engage in sexual activity because of its health bene-
fits. People have sex for a diversity of reasons. People have sex for pleasure;

to express affection, love, or dominance; to obtain money or other rewards; be-
cause it is expected from them; or, let us not forget, to procreate. Health rarely fig-
ures among these reasons.

Yet the term sexual health has found wide acceptance and figures dominantly
in the current discourse about sexuality. There are books about sexual health
(Miller & Green, 2002) and academic journals (for example, Sexual Health [http://
www.publish.csiro.au/nid/164.htm]), programs to enhance sexual health (for ex-
ample, Agha & Van Rossem, 2004; DiClemente, 2001; Promotion of Sexual Health,

2000), Web sites devoted to sexual health (for example, www.sexualhealth.org),
and national and international sexual health policies (Adler, 2003; Giami, 2002;
Lottes, 2002; Promotion of Sexual Health, 2000). Even though the term sexual health

is regularly used as if its meaning were patently obvious, the concept behind it is
by no means uniformly understood and applied (Barrett, 1991; Coleman, 2002).

The preparation of this chapter was supported by NIMH center grant P30-MH43520 to the HIV Cen-
ter for Clinical and Behavioral Studies (Anke A. Ehrhardt, principal investigator). The author would also
like to thank Sonya Romanoff and Jeffrey Weiss for their support in the preparation of this chapter.
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What Is Sexual Health?

If people do not engage in sex for health reasons, how are sexuality and health
related? It is important to first look at how both sexuality and health can be un-
derstood before addressing this question.

People experience their sexuality usually as a natural and personal affair. The
private character of our sexuality makes it difficult for us to see how a range of
factors that go far beyond the individual level affect of what we do and experi-
ence. However, when we look at differences between cultures or between time pe-
riods within a single culture, it becomes clear that sexuality is not as natural as it
seems in our experience. For instance, although homosexuality was officially de-
fined as a psychiatric disorder for a long time, only a few people now perceive it
as such. Our sexuality is also affected by medical and technological developments.
Viagra creates the possibility of prolonged sexual activity while the “natural” body
refuses to work. The development of the Internet is radically changing how we
find sexual partners and what we do with them. These examples illustrate that
sexuality is, as Leonore Tiefer (2004) states, “not a natural act.”

That sexuality is determined by a broad range of factors is clearly illustrated
by the World Health Organization’s definition of sexuality: “Sexuality is a central
aspect of being human throughout life and encompasses sex, gender identities
and roles, sexual orientation, eroticism, pleasure, intimacy and reproduction. Sex-
uality is experienced and expressed in thoughts, fantasies, desires, beliefs, attitudes,
values, behaviours, practices, roles and relationships. While sexuality can include
all of these dimensions, not all of them are always experienced or expressed. Sex-
uality is influenced by the interaction of biological, psychological, social, eco-
nomic, political, cultural, ethical, legal, historical and religious and spiritual
factors” (WHO, n.d.).

A definition of health is likewise less than self-evident. As discussed in Chap-
ter One, a commonly accepted definition that health is the absence of disease sug-
gests that health is an objective quality. History, however, shows that conceptions
of health and disease, as well as ideas about the causes of diseases and how dis-
eases can be treated, change over time. Turner (2000) describes, for instance, that
in the premodern Western world illness was seen as resulting from nonnatural
causes, such as divine punishment. Sickness was a moral category. The develop-
ment of a scientific discourse has now replaced this religious framework. Within
this scientific discourse illness is explained in natural terms and is understood as
resulting from causal agents such as germs and viruses. This modern concept of
health and disease is now dominant and coexists with various other belief systems.
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Sexuality and Health: A Complex Relationship

The relationship between sexuality and health is complex. A review of the exist-
ing literature shows that the term sexual health covers a variety of phenomena. In
the most common usage of sexual health, health—or better, ill health—refers to
outcomes of sexual behavior, in particular negative outcomes such as sexually
transmitted infections (STIs) or unwanted pregnancies. That is, there is nothing
unhealthy about the sexual acts themselves or the desire to engage in such acts. An-
other understanding of sexual health refers to the working of the sexual system ac-
cording to the wishes of the persons involved; this system is not working in the
case of sexual disorders such as hyposexual desire and erectile dysfunctions. If
sexual health is understood as a competency or a quality of a person, then avoid-
ing sexual acts that potentially result in negative consequences might be seen as a
sign of sexual health.

In a less orthodox approach, sexual health refers to the way sexual activities
come about: those interactions that are not engaged in voluntarily or consensu-
ally are then understood as sexual health problems (Kalmuss, 2004). A lack of
control might also imply an inability to protect oneself from undesirable outcomes,
for instance by using condoms. Control might be lacking because a person is
forced to engage in sexual activity by somebody else; it is also possible that an in-
dividual may not experience any control over his or her sexual behavior, as in what
is labeled sexual addiction or compulsivity.

In an even broader understanding, sexual health refers to contexts in which
sexuality is practiced. For instance, sexual health may be perceived as lacking in
a system or culture that stigmatizes specific forms of sexual expression or that does
not prepare people to engage in sexual interactions in a responsible manner.

Definitions of Sexual Health

The understandings of sexual health discussed so far imply absence of health. That
a positive conception of sexual health is possible as well is clear from the definition
established by the World Health Organization: “Sexual health is a state of physi-
cal, emotional, mental and social well-being related to sexuality; it is not merely
the absence of disease, dysfunction or infirmity. Sexual health requires a positive
and respectful approach to sexuality and sexual relationships, as well as the possi-
bility of having pleasurable and safe sexual experiences, free of coercion, discrim-
ination and violence. For sexual health to be attained and maintained, the sexual
rights of all persons must be respected, protected and fulfilled” (WHO, n.d.).

This definition of sexual health has some useful, broadly encompassing fea-
tures. The first of these is that sexual health not only has physical and mental as-
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pects but also is defined within a social framework. Further, sexual health is de-
fined in an affirmative way, stressing well-being and not just stating the absence
of negative qualities.

This definition of sexual health is somewhat utopian, however. Who would
be classified as sexually healthy according to this definition? Given the worldwide
prevalence of sexual prejudice, most if not all sexual minorities would fail to meet
the criteria. Phenomena such as sexual violence and sex trafficking, and also more
generally the stereotyping of women as sexually passive, form serious limitations
to the sexual health of women (Amaro, Raj, & Reed, 2001). Sexual health as de-
fined by WHO seems more a worthwhile goal to aim for than a statement of what
exists; it might guide us in our actions.

This and other definitions of sexual health can be easily criticized. They also
elicit such questions (Edwards & Coleman, 2004; Sandfort & Ehrhardt, 2004) as
these: Whose approach should be positive and respectful? Who is responsible for
creating the possibility of “having pleasurable and safe sexual experiences, free of
coercion, discrimination and violence” and for fulfilling the sexual rights of persons?

Sexual Health: A Contested Concept

Even though sexual health is now a well-accepted and commonly used concept,
it is also extensively criticized. First, a strong stress on health might make us for-
get that sexuality is about lust, pleasure, and intimacy. Sexual health is not an ul-
timate but instrumental aim.

Another criticism is that health, first of all, is understood as a biomedical cat-
egory. Consequently, adopting the concept of sexual health runs the danger of
medicalizing sexuality and reinforcing an understanding of sexuality in terms of
normal and abnormal (Bancroft, 2002; Easton, O’Sullivan, & Parker, 2002; Tiefer,
1996). A potential consequence of medicalization is that sexual problems and their
solutions are conceived exclusively in biomedical terms, eclipsing the fact that sex-
uality is a social practice, occurring in specific sociohistorical contexts. Consider,
however, that physical and mental health, its causes and treatment, are not ex-
clusively understood from a biomedical perspective. Medical sociology, anthro-
pology, history, and health psychology have substantially broadened our
perspective on health and taken it far beyond a narrow medical focus (Armstrong,
2000; Parker & Ehrhardt, 2001; Turner, 2000).

The word health also suggests objective standards. However, any definition of
sexual health implies psychological and societal norms about the expression of
sexuality (cf. Schmidt, 1987). Norms are clearly related to values, and thus such
definitions of sexual health evoke questions and concerns about whose values and
beliefs are the determining ones and become the regulators. Historical examples
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show how health and social hygiene have been the pretexts for suppressing or regu-
lating sexual practices in the past (Brandt, 1987; Hunt, 1999; Rubin, 1984; Vance,
1991), as in the pathologizing of masturbation and the battle against sexually
transmitted diseases (STDs) and prostitution.

Involvement in sexual health always implies taking a normative stance. It re-
quires an ongoing critical assessment of sexual values and norms, by health care
practitioners as well as by policymakers, and assessment of the potential conse-
quences of actions. Acknowledgment of the role of values and norms implies that
sexual health promotion can never be based exclusively on empirical evidence.
Research can help us to understand what causes a specific problem, and it can
demonstrate what works and what doesn’t when we want to solve a specific prob-
lem. Research cannot prescribe which problems should be solved and whether the
methods used to solve problems are ethically acceptable.

In discussing the normative characteristics of sexual health promotion, it is
important to understand that we are dealing with norms and values on various
levels. There are norms dealing with concrete and specific sex acts or behaviors
and norms dealing more generally with how people interact. Seidman (2001) calls
the latter set of norms a “communicative sexual ethic” and contrasts it with a nor-
malizing ethic that proclaims that sexual acts themselves have inherent moral
meaning. In a communicative sexual ethic the focus of the normative evaluation
shifts from the sex act to the social exchange. A way to appraise the normative as-
pect of sexual health interventions is to assess whether they prescribe how people
should behave and regulate their behavior or whether they empower people by
increasing their repertoire of strategies to manage sexual risks and opportunities.

Sexual Health and Sexual Rights

A helpful concept in evaluating the normative aspects of sexual health promotion
activities and policies is that of sexual rights. The yardstick then is whether inter-
ventions restrict or promote such rights. In international declarations and treaties,
the term sexual rights typically refers to reproductive self-determination (Cook,
1995) or to protection from sexual abuse and discrimination (Petchesky, 2000).
Petchesky (2000) has developed a more affirmative vision of sexual rights, one
containing a set of ethical principles as well as a range of enabling conditions (see
also Miller, 2000). In this formulation, sexual rights include the principles of sex-
ual diversity (a commitment to the principle that diversity of sexual expressions
is beneficial to a society) and habitational diversity (recognition of a diversity of
family arrangements). Other ethical principles that according to Petchesky are
basic to sexual rights are the principle that people have the right to have a satis-
fying and safe sexual life, the principle of autonomy or personhood, which im-
plies the right of people to make their own decisions in matters affecting their
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bodies and health, and finally, the principle of gender equality. Realization of
these ethical principles requires the establishment of enabling conditions, which,
according to Petchesky, includes providing access to information about sexuality
and to preventive and caring services, as well as making broader societal changes
in the way men and women and sexual minorities are envisioned.

WHO (n.d.) says that sexual rights

embrace human rights that are already recognized in national laws,
international human rights documents and other consensus documents.
These include the right of all persons, free of coercion, discrimination 
and violence, to:

• the highest attainable standard of health in relation to sexuality, includ-
ing access to sexual and reproductive health care services;

• seek, receive and impart information in relation to sexuality;
• sexuality education;
• respect for bodily integrity;
• choice of partner;
• decide to be sexually active or not;
• consensual sexual relations;
• consensual marriage;
• decide whether or not, and when to have children; and
• pursue a satisfying, safe and pleasurable sexual life.

The responsible exercise of human rights requires that all persons respect 
the rights of others.

Sexual rights are important to sexual health. Having sexual rights may cer-
tainly be conducive to sexual health, as the lack or violation of such rights may
seriously interfere with maintaining sexual health. Sexual rights do not, however,
automatically bring about sexual health. Indeed, one may suggest that some as-
pect of sexual health is a prerequisite for a person to exert his or her sexual rights.
The actual relationship between sexual rights and sexual health is, of course, an
empirical question (cf. Burris, Lazzarini, & Loff, 2001).

The Need for Sexual Health Promotion

It may be clear from the preceding discussion that there is a need for sexual health
promotion. That need becomes clear when we consider the people who try to find
adequate sexual health care for a variety of issues. On a more general level, an
extensive epidemiology of sexual health problems underscores this need.
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Epidemiology of Sexual Health

STDs and HIV/AIDS are probably the best-documented sexual health problems.
Chlamydia is the most commonly reported infectious disease in the United States.
In 2003, over 850,000 infections were reported to the Centers for Disease Con-
trol and Prevention (CDC; 2004b). Because many cases of chlamydia are not re-
ported or remain undiagnosed, the CDC estimates that there are about 2.8 million
new cases of chlamydia per year. Gonorrhea is the second most commonly re-
ported infectious disease in the United States. In 2003, more than 335,000 cases
were reported; the CDC estimates the actual number of new infections per year
at 718,000. While chlamydia infections seem to be rising, gonorrhea seems to be
decreasing. The incidence of syphilis is rising dramatically, after having reached
an all-time low in 2000.

Infections with the human papillomavirus (HPV) are not reportable to the
CDC but are the most common sexually transmitted infection (STI) in the United
States. Even though up to twenty million Americans are currently infected with
sexually transmitted HPV, according to Planned Parenthood (n.d.) 70 percent of
Americans have never heard of it. Overall it is estimated that more than one in
five Americans is infected with a viral STI (other than HIV).

Probably publicly more acknowledged are the dramatic figures about
HIV/AIDS. These figures show that this epidemic is ongoing and that goals to
reduce new infections are not being met. Over twenty years into the epidemic,
HIV/AIDS continues to be a major public health threat. Although the early 1990s
showed a downward trend in estimated numbers of new HIV infections, the pe-
riod from 1994 to 2000 showed a leveling off of this trend (CDC, 2002). Since
1999, the number of new HIV diagnoses per year has remained relatively stable,
although it has started to increase again among men who have sex with men
(MSM) (CDC, 2004a). Every year, 40,000 Americans newly test positive for HIV
infection. This is the same number as a decade ago and double the annual goal
of less than 20,000 new HIV cases per year that was laid out by the Centers for
Disease Control and Prevention in 2001.

Another indicator of the need for sexual health promotion is the number of
teenage pregnancies. In 2000, there were 83.6 pregnancies per 1,000 women aged
fifteen to nineteen (Alan Guttmacher Institute, 2004). The good news is that this
figure represents a fall of 28 percent since the number peaked in 1990. Still, in
2000, one-third of the pregnancies among fifteen- to nineteen-year-olds ended in
abortion. Teen pregnancy rates vary widely by race and ethnicity and by state.

The prevalence of sexual dysfunctions is more difficult to assess and will de-
pend to a large extent on how it is measured. For the United States the most reli-
able data probably come from a study that Laumann, Paik, and Rosen (1999) did
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in 1992 in a demographically representative cohort of 1,410 male and 1,749 fe-
male adults (aged eighteen to fifty-nine). They concluded that 43 percent of the
women and 31 percent of the men had had at least one sexual problem in the pre-
ceding year. These problems are most prevalent in persons with poor physical and
emotional health and are closely associated with negative experiences in sexual
relationships and in overall well-being.

Sexual health problems rarely exist independently. For instance, sexual dys-
functions can result from sexual violence or abuse, which constitutes another major
sexual health problem. The U.S. Department of Health and Human Services
(2000a) estimated in 2000 that there are about 104,000 child victims of sexual
abuse every year. The CDC reports in a fact sheet that approximately 9 percent of
high school students have been forced to have sexual intercourse against their will
at some point in their lifetimes, with female students (11.9 percent) being more
likely than male students (6.1 percent) to report having been sexually assaulted
(CDC, 2005). One in six women and one in thirty-three men in the United States
have experienced an attempted or completed rape at least once during their lives.

Sexual abuse and violence are part of a cultural system of sexism and ho-
mophobia, which, in itself as well as in its consequences, makes up another sex-
ual health issue. The stigma of being nonheterosexual is experienced by people
in various ways, ranging from subtle forms of intolerance to overt forms of dis-
crimination and actual violence. Actual figures about the occurrence of these phe-
nomena are hard to get. Figures from surveys among gay and lesbian people show
that such experiences are widespread (see, for instance, Herek, Gillis, & Cogan,
1999) and also occur in health care settings.

The various sexual health problems discussed here cause a lot of short- and
long-term distress and misery for the people involved. Although that should be
sufficient reason to prevent them, these problems also have economic conse-
quences. Holtgrave and Pinkerton (2003) assessed the economic implications of
the CDC failure to reduce the incidence of HIV infections by 50 percent by 2005
in the United States and calculated that the cost of the consequences exceeds $18
billion (see also Ebrahim, McKenna, & Marks, 2005).

Diversity of Sexual Health Needs and Specific Target Groups

Although sexually active people face several common sexual health threats, such
as STDs, some needs may be more specific to some people than to others. Age,
gender, sexual orientation, and ethnic background may diversely affect sexual
health needs, and intersections between these factors contribute further to the di-
versity of needs. Not only do the sexual health needs of men and women vary,
but young men and older men will have different needs, and ethnic background
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adds yet another layer of differences (Davidson, Fenton, & Mahtani, 2002). Nu-
merous other factors, beyond gender and age also affect people’s sexual health
needs. Examples of such factors are being homeless (Rew, Fouladi, & Yockey,
2002), having been sexually abused (Loeb et al., 2002), and having specific dis-
eases (Keller & Buchannan, 1993).

Furthermore, even though people may face common sexual health threats,
the way these threats can be most effectively addressed requires understanding
and acknowledgment of people’s specific backgrounds. For instance, gender af-
fects whether people will take the initiative in addressing their sex problems with
physicians, men doing so less than women. Although this finding would warrant a
more active response from physicians toward men, the practice seems to be op-
posite: physicians generally take less initiative in discussing sexual concerns with
men than they do with women (Forrest, 2001; Metz & Seifert, 1993). Also, effec-
tive prevention of STIs among teenagers requires an approach that is different
from STI prevention among gay men.

The differences in sexual health needs among specific categories of people can
be variously understood. Sometimes the link between a category and needs is di-
rect. For instance, aging affects people’s capacity for sexual functioning, due to a
greater likelihood of problems such as arthritis, diabetes, fatigue, fear of precipi-
tating a heart attack, and side effects from prescription drugs (Miller, Zylstra, &
Standridge, 2000; Vincent, 2002). Gender also affects functioning; a different phys-
iology and differential roles in the reproductive process induce specific sexual health
needs in men and women. Like age, however, gender also plays a more compli-
cated role because it is also indicative of people’s position in society. As Amaro and
colleagues (2001) argue, women’s sexual health is directly affected by their lower
status in society. This lower status and relative lack of sexual autonomy increase
their risk for sexual health problems. It also decreases women’s ability to obtain
treatment and support when a sexual health concern arises. Ethnicity affects sex-
ual health needs and the way they are addressed because the levels of openness
around sexuality differ among ethnic groups. Such openness, for instance, explained
the higher prevalence of ever performing breast self-examination observed in Cau-
casian women compared to Asian women (Tang, Solomon, Yeh, & Worden, 1999).

On a more abstract level, sexual health needs, their perception, and the ways
they are addressed are also affected by stereotypes about specific groups. For in-
stance, the myth that physically disabled people have no sexuality prevents ade-
quate treatment of their needs and might also be a self-fulfilling prophecy for the
handicapped persons themselves (Milligan & Neufeldt, 2001). Older adults suffer
from a comparable lack of recognition of their sexual desires (Calamidas, 1997).
Sexuality is a fertile vehicle for stereotypes. These stereotypes can have detrimental
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consequences for the ways sexual health needs are perceived and addressed in var-
ious groups of people. Lewis and Kertzner (2004), for instance, convincingly argue
that the sexual prowess attributed to black men results in a sexual health promo-
tion approach focused on control instead of empowerment.

National Sexual Health Policies

The emergence of HIV/AIDS has contributed to renewed attention to sexual
health and an acknowledgment of sexual health problems, not only by health
professionals but also on the political level. In the United States, it has resulted
in a call to action from the U.S. Surgeon General to promote sexual health and
responsible sexual behavior (U.S. Department of Health and Human Services
[USDHHS], 2001). In this document, sexual health issues are analyzed from a
public health perspective and evidence-based intervention models are described.
A strategy is presented that covers three fundamental areas: (1) increasing pub-
lic awareness of issues relating to sexual health and responsible sexual behavior,
(2) providing the health and social interventions necessary to promote and en-
hance sexual health and responsible sexual behavior, and (3) investing in research
related to sexual health and disseminating findings widely. Similar plans have
been developed in other countries, such as the United Kingdom (The National

Strategy for Sexual Health and HIV, 2001), although the approaches taken differ
(Giami, 2002; Wylie, 2001). Healthy People 2010, a report that articulates objec-
tives for health in the United States in 2010, lists numerous objectives related to
sexuality (USDHHS, 2000b).

Theoretical Foundations for Sexual Health Promotion

Sexual health promotion encompasses a broad field of activities. These activities
can be distinguished by their overall aims, the contexts in which they take place,
and the strategies that they apply. Sexual health promotion can be based on two
kinds of theories, or theoretical frameworks. First, it may employ theories that
focus on a specific object, and second, it may rely on theories that deal with how
change can be accomplished. Both of these frameworks are needed for effective
sexual health promotion. For instance, for effective HIV prevention we have to
understand why people who could protect themselves by using condoms don’t do
so. However, even though understanding why these people don’t use condoms is
necessary, it does not tell us what we should do next. For this step we need theo-
ries that help us understand how we can produce change in their behavior.
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Aims for Sexual Health Promotion

One of the first aims that comes to mind when looking at sexual health promo-
tion is the prevention of harm. Preventive action aims not only at preventing the
first occurrences of negative events or outcomes, such as unwanted pregnancies,
STIs, and sexual violence. Preventive action can also be aimed at the avoidable
reoccurrence of negative events, such as consequent infections of other people;
screening can be a relevant tool for such preventive action. Instead of focusing on
prevention, sexual health promotion can also aim at enhancing positive health,
which would mean increasing people’s capacity to achieve sexual intimacy and
have a joyful sexual life.

Health promotion is usually thought about in terms of people who have to
change their behavior if they are to have better health or social outcomes: for
example, they need to learn how to use condoms, learn how to do breast self-
examination, or develop more positive attitudes about sexual diversity. Although
the focus is usually on learning new skills and behaviors, there is a growing aware-
ness that newly acquired behaviors are not necessarily automatically retained and
that maintenance of behavioral change is needed to prevent relapse. Relapse pre-
vention was originally developed in the context of alcohol abuse and has seemed
useful in the treatment of sex offenders. It may also be relevant for other health
behaviors, such as condom use, where the people who need to perform the be-
havior perceive its associated costs as higher than its benefits.

Sexual health promotion can be aimed at specific goals, such as the preven-
tion of HIV transmission. Specific goals can also be embedded in more global
strategies. Technological arguments usually favor working with specific goals: for
prevention to be effective you need to understand the factors that determine the
behaviors that cause the problem. Preventive action should then focus on the iden-
tified determinants. Others argue that to be effective, one should connect with the
needs of a specific population, which are usually broader than the needs identi-
fied by an outsider. For instance, in the case of young people the reasoning is that
they are less likely to have unprotected sexual intercourse if they have acquired a
variety of social skills relevant to dealing with romantic and sexual relationships.
Instead of a focus on condom use, a broader sex education approach is expected
to be more effective (Schaalma, Abraham, Gillmore, & Kok, 2004). However
broad, in order for preventive action to be effective, it should address needs that
are experienced as such by the target population. Several studies have been done
to map out the needs of various groups of people, such as young people (Forrest,
Strange, & Oakley, 2004), transgendered people (Bockting, Robinson, & Rosser,
1998), and patients with prostate cancer (Lintz et al., 2003).
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Sexual health promotion cannot be limited to people’s behavior and the fac-
tors affecting that behavior. Effective health promotion also includes and some-
times gives primary attention to various structural components. Examples of such
components are specific resources, such as the availability of condoms; promot-
ing skills to use condoms is senseless if condoms are hard or impossible to come
by. The availability of condoms in public places where people have sex, such as
specific bathhouses, can also support and foster behavioral change. Other exam-
ples of structural components are social environments that support behavioral
change among people for whom such change is relevant. Policies and regulations
are examples of structural components on a more general level that might con-
tribute to sexual health promotion. Promoting access to sexual health care for spe-
cific groups, such as young people or gay and lesbian people, usually requires
structural changes (Brotman, Ryan, Jalbert, & Rowe, 2002).

Levels of Intervention in Various Contexts

Sexual health promotion can be delivered at various levels and in various con-
texts. On the most general level, sexual health has been promoted via mass media
campaigns. Such campaigns have, for instance, been used to promote respon-
sible sexual behavior (Keller & Brown, 2002). A widely accessible and rapidly
growing venue for sexual health promotion is the Internet, which has been used
to reach general populations (see, for example, Barak & Fisher, 2003) and spe-
cific groups such as the elderly (Harris, Dersch, Kimball, Marshall, & Negretti,
1999), teenagers (Keller, Labelle, Karimi, & Gupta, 2002), and gay men (Bold-
ing, Davis, Sherr, Hart, & Elford, 2004; Klausner, Levine, & Kent, 2004). Even
though the Internet offers promising possibilities for sexual health promotion,
it also functions as a source of sexual pleasure and as a threat to sexual health
(Carnes, 2003).

The targets of sexual health promotion vary from individuals, families, and
groups to communities. Individuals are the target of health promotion in a variety
of settings, including health care interactions. Sometimes parents are targeted to
promote positive parenting and effective parent-child communication about sex-
uality and sexual risk reduction, with the ultimate goal being to reduce sexual risk
behavior among adolescents (Ball, Pelton, Forehand, Long, & Wallace, 2004;
Dittus, Miller, Kotchick, & Forehand, 2004). Sexual health interventions some-
times involve schools or broader communities (see, for example, Paine-Andrews
et al., 2000). One remarkable community prevention program used peer outreach,
peer-led small groups, a publicity campaign, and a young men’s center to promote
safer sex among young gay men (Hays, Rebochook, & Kegeles, 2003).
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Understanding Sexual Health Problems

All effective sexual health promotion activities require an in-depth understanding
of the problem being addressed. The better a sexual health problem is understood,
the more likely it is that an effective intervention can be developed. Sexual health
problems have been conceptualized and studied from diverse and overlapping
theoretical perspectives. Most of these theories—such as the health belief model,
the theory of reasoned action, and the information-motivation-behavioral skills
model—are general and can be applied to various health issues. Other theories,
such as the AIDS risk reduction model, are topic specific. Most of these perspec-
tives include a set of common psychosocial variables. How these variables are re-
lated depends upon the specific sexual health issue under consideration and the
population of interest. Other perspectives on sexual health issues are broader and
include interactional and cultural factors.

Information. Regardless of the sexual health issue, both information and misin-
formation are of crucial importance. There is a lot to know about sexuality that
can protect a person from sexual problems or promote one’s sexual well-being. To
give a few examples, knowing the workings of effective contraception is a pre-
requisite for the prevention of unwanted pregnancies. Understanding how STIs
are transmitted will help people protect themselves. Knowing the symptoms of
major STIs will help people who contract them to seek early treatment. Under-
standing the side effects of various drugs on a person’s sexual life will help pre-
pare people to adapt to such changes. Understanding gender differences in sexual
functioning will improve adjustment in heterosexual couples.

Whereas being sufficiently informed about sexuality might prevent sexual
health problems, being misinformed is likely to cause or perpetuate such prob-
lems. Moreover, the consequences of misinformation usually go beyond the im-
mediate health issue. For instance, the misconception that HIV can be transmitted
by simple bodily contact has unnecessarily dehumanized the treatment of people
infected with HIV. Stereotypes about sexual minorities, which dehumanize inter-
actions with members of such minorities, are another example. A national U.S.
study among adolescents (Crosby & Yarber, 2001) shows how widespread mis-
conceptions about condoms are.

A concept that stresses that it is not just bits of information but a coherent
knowledge base that is needed for the attainment of sexual health is health literacy.

More broadly, health literacy has been defined as “the evolving skills and compe-
tencies needed to find, comprehend, evaluate, and use health information and
concepts to make educated choices, reduce health risks, and improve quality of
life” (Zarcadoolas, Pleasant, & Greer, 2003, p. 119). Health literacy has not been
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conceptualized in the context of sexuality per se. If it were, it could be used as a
framework to develop learning objectives for curricula in sexuality.

The relevance of information for specific health issues varies. For some issues,
just having adequate information might be sufficient for people to avoid specific
risks or to take relevant action. Quite often, though, information is not the factor
that turns the balance. Even though having adequate information might be a
prerequisite, it is in itself not always sufficient for healthy behaviors. So, although
providing information might be helpful, it does not necessarily affect people’s mo-
tivation to practice healthy behaviors. Other factors also influence why people
do—or don’t do—certain things.

Risk Perception. One of the reasons why having information is not always suffi-
cient to induce healthy behaviors is that people do not necessarily apply the in-
formation to their own situation. This point is particularly relevant in relation to
risk perception. People may know, for instance, how HIV is transmitted yet not
necessarily consider themselves to be at risk when engaging in these behaviors,
and as long as people do not consider themselves to be at risk they will not do any-
thing to protect themselves. The example of risk perception makes it clear that
we are not always dealing with factual knowledge. People may have specific rea-
sons to believe they are not at risk even though they objectively are. One of these
reasons is the optimistic bias that has been found to affect many health behaviors:
when estimating the risk of a negative event, such as an HIV infection, people
usually think that they themselves are less at risk than others.

Information about sexuality is now widely accessible via the Internet. Times
have changed rapidly in that respect. The era when young people used to rely
mostly on their peers for—not necessarily the most accurate—information about
sexuality, seems about to disappear. A problem with the abundance of Internet
resources is that their information about sexuality is usually not presented in a
matter-of-fact way but is tainted by norms and values. Distinguishing fact from
normative fiction is not always easy for somebody in search of information.

Attitudes. Other factors affecting people’s sexual behavior can be grouped under
the category of attitudes. Attitudes are usually understood as beliefs that people have
and evaluations of those beliefs. A range of beliefs (or verbalized opinions) has been
shown to be crucial to sexual health and relevant in understanding sexual health be-
haviors. An obvious example is beliefs about or attitudes toward condoms (Kelly,
1995). Attitudes are attached to all kinds of behaviors that are relevant to people’s
sexual health. People have attitudes about discussing sexuality, which might prevent
them from talking to their partner or discussing sexual problems with their health
care provider. Specific attitudes seldom stand on their own but are likely to be part
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of a larger system of attitudes or beliefs. Examples of such larger systems are ide-
ologies about masculinity or femininity and religious convictions.

Skills and Self-Efficacy. People may have the right attitude toward a specific
healthy behavior and also feel encouraged by others to engage in that behavior,
but this is not sufficient if they do not have the skills to perform this behavior or
do not feel convinced that they can perform it.

Social Norms. Some beliefs have to do with what one thinks other people think
about specific activities or behaviors. Such beliefs may not directly affect one’s be-
havior, however, because one may disagree with these perceived social norms.
Thus in sexual health promotion it is also important to know whether people are
willing to comply with the norms that they perceive.

Interpersonal Factors. Protecting oneself and others from sexual health risks and
maximizing positive outcomes from sexual interactions require interpersonal skills.
A lot of studies have been done about the negotiation of safer sex practices (see, for
example, El-Bassel et al., 2001; Melendez, Hoffman, Exner, Leu, & Ehrhardt, 2003).

Cultural Influences and Structural Factors. There is a growing awareness that
in order to understand sexual health we have to look beyond individual levels and
look at cultural, structural, or contextual variables (see, for example, Parker, 2001).
For instance, the way labor is organized in specific populations might affect the
risk for HIV. If men are supposed to travel and be away from their homes in order
to work and gain income, that will affect their pattern of sexual behavior and con-
sequently the risk for their partners. The sexual risk attached to sex work—for the
sex workers, the clients, and the partners of both—cannot be understood with-
out knowledge of the factors that affect the existence and organization of the sex
work. Legal regulation is another example of a structural factor.

Theories of Change

Once one gains an understanding of the individual and contextual factors that de-
termine the sexual health problem to be addressed, one has to develop a plan for
how these factors can be changed to either prevent or ameliorate the problem. Sev-
eral empirically supported theories can be used when developing such a plan.
These theories can be distinguished by the level at which they operate. Accordingly,
Bartholomew, Parcel, Kok, and Gottlieb (2001) distinguish individual theories, in-
terpersonal theories, organizational change models and theories, community or-
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ganization models and theories, and societal and governmental theories. Depend-
ing on the problem one wants to address and the relevant determinants identified,
elements of various theories can be used to complement one another in a com-
bined approach.

Although there is a growing awareness of the relevance and feasibility of
structural approaches, individual theories are the most developed. These individ-
ual theories include the various learning theories, such as classical and operant
conditioning, which stress rewarding positive behaviors and punishing unhealth-
ful behaviors. Other individual theories that Bartholomew and colleagues (2001)
distinguish are the persuasion communication model, goal-setting theory, attri-
bution theory, and self-regulatory theories, as discussed further in Chapters Two
and Fourteen.

Another individual perspective is the stages of change model. This model ac-
knowledges that with more complex behaviors—when just giving information
does not solve the problem—people do not change completely in one instant; they
do not, for instance, immediately become consistent condom users when they
never before have considered using condoms. This model assumes that people
start by thinking about a specific behavior or behavioral change; what has to be
accomplished in this situation is that people must move from precontemplation
to contemplation. Subsequently, people prepare for action, and then move from
preparation to action. After people have performed a certain behavior, such as
condom use, they will not automatically continue doing so. A strategy is needed
to guarantee that action is maintained, and this can involve preparing people for
potential lapses. This model makes clear that prevention strategies have to be tai-
lored to the specific phase people are in and that dependent on the phase they are
in, different activities might be needed.

In the category of interpersonal theories, Bartholomew and colleagues dis-
cuss social cognitive theory and social support (or network) theories. Both per-
spectives can be used when identifying ways to promote specific behaviors. Major
constructs in social cognitive theory are outcome expectancies (“when I don’t use
condoms I will regret it”) and self-efficacy (“I am confident that I am able to ne-
gotiate condom use with this partner”). These constructs can be affected by ac-
tive learning, reinforcement, modeling, guided practice, and persuasion. Social
support theories stress the role of the networks that people are part of in adopt-
ing new behaviors. Strategies using this perspective might, for instance, train in-
dividuals to mobilize and maintain their networks to support them in desired
behavioral changes.

When interventions are needed on an external level, various methods and
strategies are possible. One method is community organization, which includes
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strategies such as grassroots organizing, mounting demonstrations, and coalition
building. Another method is advocacy, which includes strategies such as letter-
writing campaigns, lobbying, and holding press conferences. In designing inter-
ventions, Bartholomew and colleagues stress the importance of identifying what
it is that is intended to produce the desired change.

Sexual Health Interventions: Evidence of Effectiveness

Given the diverse and wide-ranging needs for sexual health promotion and the
limited resources available, it is of crucial importance to know whether sexual
health interventions are effective and, if so, why. And when interventions don’t
reach their desired outcomes, it is crucial to understand why they are not effec-
tive. Effect evaluation is applied to assess the outcomes of an intervention, and process

evaluation aims at understanding why an intervention did or did not accomplish
the desired goals.

Evaluating interventions is easier said than done (see Chapter Two). The eval-
uation of health interventions is an independent science and involves numerous
practical and theoretical decisions (Stephenson, Imrie, & Bonell, 2003). A first
question to answer is which effects should be assessed. Effect evaluations can focus
on a specific behavior that an intervention intends to change, on the determinants
of that behavior, or on the negative health consequences of the undesired be-
havior. Examples are, respectively, condom use, attitudes toward condoms, and
actual STIs. A study might assess only the desired effects of an intervention, but it
will be stronger if it also assesses adverse effects. The selection of effects to be eval-
uated should, of course, depend on what the intervention attempts to accomplish.
If, according to the stages of change model, an intervention is meant to move peo-
ple from contemplating condom use to preparing for condom use, actual use is
not the right outcome to assess.

When should effects be assessed, and how long are effects supposed to last?
Answers to these questions depend of course on the complexity of the sexual
health issue one tries to address. Some effects might occur directly after the in-
tervention but subsequently fade out. It is also possible that initial effects will be
positive and long-term effects will be negative. If sexual health interventions do
not include support for maintenance of accomplished behavioral change, it is
likely that the effects of an intervention will disappear.

A final decision is what research design to adopt. It is generally understood that
true experiments or random clinical trials are the most accurate at demonstrating
the effectiveness of interventions. Adopting such designs is, however, sometimes in-
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feasible or impractical—as in evaluations of community-based interventions—or
undesirable (cf. Kippax, 2003).

Various evaluation studies of sexual health interventions have been done and
are reported in the scientific literature. These studies vary in the activities or strate-
gies evaluated—such as face-to-face counseling, peer education, leaflets, radio an-
nouncements, and Web sites—and in the populations studied—ranging from
broad groups such as teenagers to more specific groups such as HIV-positive
women with sexual abuse histories. More important, these studies vary in terms
of the sexual health issues addressed. The following sections discuss evaluations
of interventions for two sexual health issues: prevention of teen pregnancies and
HIV prevention among men who have sex with men. Other studies have evalu-
ated, for instance, the effects of programs to prevent recidivism among adolescent
sex offenders (Seabloom, Seabloom, Seabloom, Barron, & Hendrickson, 2003)
and of programs to reduce the acceptance of rape-myths in male college students
(Flores & Hartlaub, 1998).

Prevention of Unwanted Teen Pregnancies

A wide variety of programs are aimed at preventing teenage pregnancies, which
for a variety of reasons (see, for example, As-Sanie, Gantt, & Rosenthal, 2004) are
generally considered to be unwanted. These programs vary in many ways, al-
though current programs can be grouped into two major categories: abstinence-
only and abstinence-plus programs. Whereas the aim of the former is to postpone
sexual involvement, preferably until marriage, the latter encourages youths to be
abstinent but also to use condoms and contraceptives if they do have sex. It will
be obvious that intervention programs that can prevent pregnancy will also re-
duce the transmission of STIs. Although there are programs for teenagers that
focus on pregnancy, STIs, and HIV, there are also programs that focus exclusively
on STIs and HIV.

Kirby (2002) evaluated whether, as has been claimed by proponents of absti-
nence, abstinence-only programs indeed delay the initiation of sex among young
people and reduce teen pregnancy. Ten programs were reviewed, and nine out of
the ten failed to provide credible evidence, which leaves the question about their
efficacy open. The tenth program’s results suggested that a delay of initiation of
sex occurred among youths fifteen years old and younger but not among older
teenagers.

Support for positive effects of abstinence-plus programs is much more con-
vincing. Kirby (2001) evaluated three kinds of programs: (1) programs that focus
primarily on sexual antecedents; (2) programs that focus primarily on nonsexual
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antecedents; and (3) programs that focus on both; an example of the latter is the
Children’s Aid Society-Carrera Program (Philliber, Williams Kaye, Herrling, & West,
2002). Kirby identifies ten characteristics of effective programs. According to Kirby,
effective programs are based on theoretical approaches that have been demonstrated
to influence other behaviors that affect health, and they identify specific determi-
nants that should be targeted to change behaviors. Effective programs also provide
basic, accurate information, not only about the risk of sexual involvement but also
about ways to avoid intercourse or to prevent pregnancy and STIs. Additionally,
these programs provide examples of and practice with communication and nego-
tiation and include activities that address social pressures that might influence sexual
behavior. Effective programs also incorporate behavioral goals, teaching methods,
and materials that are appropriate in terms of teenagers’ age, level of sexual expe-
rience, and culture. Finally, effective programs last a sufficient length of time; a few
hours is not enough (see Meschke, Bartholomae, & Zentall, 2002, for an overview
and discussion of various sexual health programs aimed at teens).

HIV Prevention Among MSM

Johnson et al. (2002) did an extensive review of research on HIV prevention for
men who have sex with men. They found the surprisingly low number of nine
studies that met basic requirements for inclusion in their review. These studies
evaluated a variety of prevention strategies, ranging from lectures on HIV risk
and safer sex practices to community interventions. The focus of these interven-
tions varied as well. Most focused on interpersonal skills, others also focused on
personal skills, self-esteem, social acceptability, and responsibility.

Overall these studies showed that HIV interventions are capable of reducing
risk among MSM. The summary effect calculated for these nine studies indicated
that compared to other men in similar conditions, 26 percent fewer men reported
unprotected anal sex after receiving an intervention. The few studies that mea-
sured outcomes at multiple endpoints showed that the intervention effects were
stable across six-month intervals. Small-group interventions with longer duration
appeared to be more effective. Risk reduction of such a magnitude can have im-
portant public health implications, especially if it is realized in settings with high
prevalences of HIV and STI.

Although studies show that HIV prevention works, not only are rates of high-
risk sexual behavior increasing among MSM but actual infections are increasing
as well. How is that possible? Elford and Hart (2003) tried to answer this question.
One reason could be that what was proven to be effective in ideal circumstances—
in which experimental evaluations usually take place—does not necessarily have to
work in a real-life setting. Furthermore, they argue, MSM face a risk environment
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today that is different from the one they faced in the 1980s and early 1990s. The
availability of more effective HIV treatment may have decreased the sense of ur-
gency for safe sex.

Sexual Health Promotion in Clinical Care

Clinical care offers important opportunities for sexual health promotion (Maurice,
1999; Nusbaum & Hamilton, 2002; Ross, Channon-Little, & Rosser, 2000). Health
care providers are likely to be the first people with whom individuals bring up sex-
ual health problems, and clients seeking care expect health care providers to be
informed about sexual health issues. Sexuality may come up in relation to other
problems a patient or client has. Current problems such as depression or anxiety
might result from experiences with sexual abuse. Studies show that when practi-
tioners take the initiative and address sexuality, more patients will report sexual
problems (Nusbaum & Hamilton, 2002; van Lankveld & van Koeveringe, 2003).

Studies show that opportunities for sexual health promotion in clinical care are
not always optimally used (Haley, Maheux, Rivard, & Gervais, 1999). There are var-
ious reasons why this is so. Maurice (1999) lists several of them. A major reason for
not asking sexual health questions is that practitioners do not know what to do with
the answers they get. Addressing sexuality is often seen as opening Pandora’s box or
“a can of worms” (Gott, Galena, Hinchliff, & Elford, 2004). Practitioners might also
feel that the issue is too personal or that an obvious justification is lacking, and thus
they avoid talking about sexuality because they don’t want to offend clients. Some
practitioners seem to fear a sexual misconduct charge. Sexual issues may be perceived
as of dubious importance because patients have more pressing concerns; such a per-
ception may not correspond with that of patients themselves, however. Sometimes
practitioners experience barriers in discussing sexuality with specific patient groups,
either because of a lack of information or a sense of discomfort. Talking might be
difficult when the patient and the practitioner are of different genders, belong to dif-
ferent ethnic groups, or have different sexual orientations; age differences can also
act as a barrier (Gott et al., 2004). Practitioners might also feel that it is not part of
their job to get involved with their patients’ sexual health.

There are also various structural reasons why health care providers do not
address sexual health issues. One of them is the limited time practitioners have
available. There are also factors that go beyond the individual practitioner. Morin
et al. (2004), for instance, showed that when promoting safer sex is part of the mis-
sion of a health care institution, such promotion is practiced more frequently.

In this section I first present some general guidelines for discussing sexuality
with patients. Subsequently, I describe a general model for proactive sexual health
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history taking (Nusbaum & Hamilton, 2002) and present a tested script for safer
sex promotion, as an example of how sexual health promotion can be done.

General Guidelines

In principal, discussing sexual health in clinical care requires the same attitudes
and skills as discussing other health issues. Because the way questions are asked
might be more troubling to patients than the actual issue discussed, it is worth-
while to describe some general approaches that will facilitate addressing sexual is-
sues (see Maurice, 1999; Nusbaum & Hamilton, 2002; Ross et al., 2000, for a
more extensive discussion).

Because sexuality is usually experienced as private and sensitive, a practitioner
might want to start with asking permission to address sexuality. By asking per-
mission the practitioner shows respect for the feelings of the patient; the patient
is in control, and the practitioner does not have to worry about being intrusive.
Giving an explanation for addressing sexuality might make it more acceptable in
the eyes of the patient. The practitioner’s taking the initiative shows patients that
discussing sexuality is legitimate. This might help a patient with volunteering in-
formation that he or she would not otherwise have shared.

The language that is used to discuss sexuality requires specific attention. Tak-
ing a matter-of-fact approach and avoiding euphemisms seem to be most pro-
ductive. Practitioners should make sure that patients understand the terms they
use and inquire when patients use words or expressions that the practitioner doesn’t
know. Discomfort or embarrassment might prevent the patient from asking for
clarifications. Language problems are more likely when the patient and the prac-
titioner belong to different groups in terms of ethnicity or sexual orientation. For
example, by using the word partner, rather than husband or wife, practitioners avoid
assumptions about patients’ sexual orientation. Such assumptions are likely to dis-
courage nonheterosexual people from disclosing sexual information.

Potential embarrassment in the patient might be overcome by giving factual
information before asking specific questions. For instance, stating that some peo-
ple have multiple sex partners and others live monogamously facilitates volun-
teering that one has multiple partners. Given the privacy around sexuality, people
typically do not know how other people live their sexual lives, and might be anx-
ious that their own fantasies or behaviors are abnormal. Disclosure will further
be facilitated if patients are convinced that the information that they are sharing
is dealt with confidentially. Confidentiality is of particular importance in contacts
with adolescents and patients with multiple partners. In some specific cases a prac-
titioner might expect that he or she might elicit information that according to
criminal law has to be reported to the appropriate authorities. If so, it is advisable
to warn the patient in advance about the limits of confidentiality.
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Crucial to ongoing disclosure is a nonjudgmental attitude on the side of
health practitioners. Judgmental attitudes can be expressed in various ways. Prac-
titioners can convey what they consider to be socially desirable answers by the way
they ask questions. Practitioners might also express a negative attitude toward a
patient because of the group that patient belongs to and the associated lifestyle.
Furthermore, practitioners might respond negatively to sexual information that
a patient volunteers. Negative judgment can be expressed verbally but also phys-
ically, for instance by showing negative surprise or disgust.

Taking Sexual Histories

Nusbaum and Hamilton (2002) describe two approaches to the sexual health in-
terview: a screening or abbreviated method (Figure 7.1) and an in-depth approach
(Exhibit 7.1). They recommend the in-depth approach when the patient’s sexual
history seems to be directly related to the chief complaint. Both approaches can be
followed by the preventive sexual health questions listed in Exhibit 7.2.

Nusbaum and Hamilton’s (2002) approach is general and applicable in most
situations. There are also models for history taking that focus on specific situations.
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Have you been sexually involved with anyone in the past six months?

Have you ever been sexually 
involved with anyone?

With men, women,
or both?

If you were sexually active, do
you imagine it would be

with men, women, or both?

What sexual concerns do you
(or your partner[s]) have?

Yes
Yes

No

What are your concerns or
questions about sex?

FIGURE 7.1. SCREENING FOR SEXUAL HEALTH HISTORY.

Source: Nusbaum & Hamilton, 2002.
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EXHIBIT 7.1. QUESTIONS FOR A DETAILED SEXUAL HISTORY.

• Are you currently sexually active? Have you ever been?

• Are your partners men, women, or both?

• How many partners have you had in the past month? Six months? Lifetime?

• How satisfied with your (or your partner’s) sexual functioning are you?

• Has there been any change in your (or your partner’s) sexual desire or the fre-
quency of sexual activity?

• Do you have, or have you ever had, any risk factors for HIV? (List blood trans-
fusions, needlestick injuries, IV drug use, STDs, partners who may have placed 
you at risk.)

• Have you ever had any sexually related diseases?

• Have you ever been tested for HIV? Would you like to be?

• What do you do to protect yourself from contracting HIV?

• What method do you use for contraception?

• Are you trying to become pregnant (or father a child)?

• Do you participate in oral sex? Anal sex?

• Do you or your partner(s) use any particular devices or substances to enhance
your sexual pleasure?

• Do you ever have pain with intercourse?

• Women: Do you have any difficulty achieving orgasm?

• Men: Do you have any difficulty obtaining and maintaining an erection? Difficulty
with ejaculation?

• Do you have any questions or concerns about your sexual functioning?

• Is there anything about your (or your partner’s) sexual activity (as individuals or 
as a couple) that you would like to change?

Note: HIV = human immunodeficiency virus; STDs = sexually transmitted diseases.

Source: Nusbaum & Hamilton, 2002.

EXHIBIT 7.2. PREVENTIVE SEXUAL HEALTH QUESTIONS.

• How do you protect yourself from HIV and other STDs?

• Have you ever been tested for HIV? Would you like to be?

• Do you use anything to prevent pregnancy? Are you satisfied with that method?

• Have you ever been immunized against hepatitis? Would you like to be?

Note: HIV = human immunodeficiency virus; STDs = sexually transmitted diseases.

Source: Nusbaum & Hamilton, 2002.
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Ross and colleagues (2000) present sets of concrete questions to address topics
such as menstruation, pregnancies, anorgasmia, sexual dysfunctions, STDs, and
compulsive sexual behavior.

Sexual history taking can be an integral part of a broad screening strategy
that includes other activities, such as serological tests and physical examinations.
An extensive program for health care screening for men who have sex with men is
described by Knight (2004).

A Strategy for Individual Safer Sex Promotion

Some people will profit from receiving support from a health care provider in ac-
quiring or maintaining safer sex practices. One of the strategies for giving such
support is motivational interviewing. Predominantly used to help people solve
problems such as drinking and smoking, motivational interviewing is based on
relationship-building principles of humanistic therapy and the more active
cognitive-behavioral strategies. Taking into account stages of change, it makes use
of the following four strategies: (1) expressing sympathy, (2) developing discrep-
ancy between desired and actual behavior, (3) rolling with resistance, and (4) sup-
porting self-efficacy (Burke, Arkowitz, & Menchola, 2003). Motivational
interviewing has been administered in individual as well as group sessions, either
as the only strategy or in combination with other approaches (cf. Harding, Dock-
rell, Dockrell, & Corrigan, 2001). Evidence for the effectiveness of this approach
to address HIV risk behavior is mixed.

Motivational interviewing has been used to reduce risk in economically dis-
advantaged urban women (Carey et al., 1997) and in HIV-positive persons (Fisher
et al., 2004). Harding et al. (2001) adopted motivational interviewing for reduction
of HIV risk among gay men in commercial and public sex settings. Strategies de-
veloped in these studies can be easily adapted to specific situations. I summarize
the approach of Harding and colleagues to give an impression of how motivational
interviewing might work in safer sex promotion. Harding and colleagues wanted
their approach to be appropriate for gay men in different stages of change. They
also did not want to prescribe one form of safer sex behavior. The prevention had
to be brief and had to provide participants with follow-up resources.

As an opening strategy, a peer educator asks a man some simple nonthreat-
ening demographic questions. Subsequently, the man is asked to think about and
identify all the places where he has had sexual contact in the preceding year. Then
he is asked to indicate in what way he would like to practice safer sex. After hav-
ing expressed empathy and permission by making clear that sometimes there are
circumstances in which men (“we”) are not always safe, the client is asked to ex-
press cognitions that he used to resolve the cognitive dissonance in situations in
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which he took a certain risk. Then the man is asked how many times in the past
year he did not adhere to his personal safer sex strategy. The session ends with an
open-ended conversation, in which the peer educator uses the elicited informa-
tion and helps the man in looking at his risk taking and in identifying appropri-
ate means for change.

Fisher and colleagues (2004), who used motivational interviewing in a clini-
cal setting, added some components to this strategy. In their protocol the clinician
also assesses the patient’s readiness to change the behavior and the patient’s con-
fidence that he or she will be able to do so. To reinforce the behavioral change
goal that the patient has identified, the clinician writes it down on a prescription
pad and then hands it to the patient.

Summary

There is not only a great need for sexual health promotion; there are also diverse
opportunities to promote sexual health effectively. In whatever way a person is in-
volved in the promotion of sexual health, he or she always adopts a normative po-
sition. A sexual rights perspective might be helpful for staying on track. Substantial
support exists for the effectiveness of sexual health interventions. New strategies
are likely to be most effective when they build on existing evidence and acknowl-
edge the needs of the people involved. Interventions can focus on individual peo-
ple or groups or can be addressed to communities. They may also be structural.
One of the most crucial barriers to sexual health will remain the fact people do
not engage in sex for health reasons. Approaches that positively acknowledge plea-
sure, lust, and intimacy are consequently more likely to be effective than approaches
that stress sickness and disease. (See Exhibit 7.3 on page 252 for helpful resources.)
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EXHIBIT 7.3. HELPFUL RESOURCES.

Books
This chapter references a number of relevant books, reports, and articles. Two books deserve
specific attention, because of their focus on health care interactions:

Ross, M. W., Channon-Little, L. D., & Rosser, B.R.S. (2000). Sexual health concerns: Inter-
viewing and history taking for health practitioners (2nd ed.). Philadelphia: Davis. This book
informs about various sexual health issues, but also gives concrete and practical examples
of which questions to ask in which situations.

Maurice, W. L. (1999). Sexual medicine in primary care. St. Louis, MO: Mosby. This book is
more extensive and also discusses treatment of various sexual health problems.

Assessment Tools
There are numerous questionnaires for assessing sexual functioning. Arrington, Cofrancesco,
and Wu (2004) reviewed fifty-seven such measures to be used in clinical (and research) practice 
(see also Davis, Yarber, Bauserman, Schreer, & Davis, 1998). Forty-five of these questionnaires
measured solely sexual functioning; the remaining twelve were more general. In reviewing the
applicability, reliability, and validity of the various instruments, the authors concluded that most
of these questionnaires assess such common dimensions as sexual interest, desire, excitement/
arousal, frequency, performance, importance, and satisfaction. Furthermore, most of the ques-
tionnaires were gender specific and could be filled out only by heterosexual men or women.
Questionnaires are also available for healthy or for chronically ill populations. Few scales are
supported, however, by sufficient evidence about their reliability and validity.

One of the general measures positively reviewed by Arrington and colleagues (2004) is 
the Derogatis Interview for Sexual Functioning (Derogatis, 1998). This instrument is designed
to provide an estimate of the quality of an individual’s current sexual functioning. It consists of
twenty-six questions and covers the following domains: (1) sexual cognition/fantasy, (2) sexual
arousal, (3) sexual behavior/experience, (4) orgasm, and (5) sexual drive/relationship. It is
available in distinct, gender-keyed versions for men and women. Outcomes can be assessed 
on three distinct levels: the discrete item itself, the general functional domains, and the global
summary. The availability of gender-specific norms underscores the utility of this scale.
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EXHIBIT 7.3. HELPFUL RESOURCES, Cont’d.

Web Sites
The following list contains the Web sites of a variety of organizations active in the field of sex-
ual health promotion:

Alan Guttmacher Institute, http://www.agi-usa.org

American Association of Sex Educators, Counselors, and Therapists (AASECT),
http://www.aasect.org

The Kinsey Institute, http://www.indiana.edu/~kinsey

Planned Parenthood, http://www.plannedparenthood.org

San Francisco State University, Program in Human Sexuality Studies,
http://hmsx.sfsu.edu/index.html

Sexuality Information and Education Council of the United States, http://www.siecus.org

Society for the Scientific Study of Sexuality, http://www.sexscience.org

Humboldt-Universität zu Berlin, Magnus Hirschfeld Archive for Sexology, 
http://www2.hu-berlin.de/sexology
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CHAPTER EIGHT

ORAL HEALTH

Joan I. Gluch
Susanne K. Giorgio
Barbara J. Steinberg

Y

In 2000, Oral Health in America, the first report of the U.S. surgeon general on
oral health, was released (U.S. Department of Health and Human Services

[USDHHS], 2000b). The development and publication of this report marks a
turning point; it acknowledges oral health as a key, interrelated component of gen-
eral health care. The term oral health is used to indicate a broad view of health of
the entire oral-facial complex, rather than only the health of the teeth. Health
care professionals must realize the critical, interrelated role of oral health care
within general health care and health promotion. For many clients, oral health is-
sues often take a primary role in their perception of their quality of life and ideal
health image. For example, oral health concerns (such as having a nice smile, phys-
ical attractiveness, the ability to eat and swallow, and freedom from mouth pain)
are normally reflected in clients’ discussions of their ideal health status, appear-
ance, and function. Even when oral health concerns are not identified by clients
as a separate issue, health care professionals can initiate these discussions by em-
phasizing the interrelationship of oral health and other healthy behaviors.

Understanding the connection between a client’s oral health status and his or
her perceived health status becomes even more important in light of the many
health conditions that have manifestations in the mouth and face. The report of
the surgeon general emphasizes the oral-facial area as a “mirror of health and
disease” because many viral, bacterial, and fungal diseases frequently show lesions
in and around the mouth and face (USDHHS, 2000b). The oral tissues also re-
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flect immune status, and both HIV-infected individuals and patients whose im-
mune systems are suppressed may show a number of variable oral lesions, de-
pending on their level of immune function and severity of disease. Health care
professionals should ask their patients about their history of oral lesions and any
current lesions and should also complete a brief oral assessment for each patient
in order to gain insight into a patient’s health status. (The connections between
health conditions and oral health are presented in more detail later in this chap-
ter, in table format for ready reference.)

Recent research has uncovered early and intriguing associations between oral
infections and diabetes, cardiovascular disease and stroke, and preterm delivery
and low birth weight (USDHHS, 2000b). The link between diabetes and peri-
odontal infections has received the most attention, and most studies report a
greater prevalence and severity of periodontal infections with both type 1 and
type 2 diabetes (Mattson & Cerutis, 2001; Ryan, Carnu, & Kamer, 2001). Al-
though the research on the association between oral infections and both cardio-
vascular diseases (Lowe, 2004) and preterm delivery and low birth weight
(Offenbacher, 2004) is in its early and evolving stages, health professionals should
carefully monitor the oral health status of their patients with these conditions,
with recommendations for frequent dental visits and optimum oral hygiene to pro-
mote oral health. Health care professionals should make oral health information
an integral component of their health promotion advice to clients. For example,
any discussion of medication compliance with clients should include the possible
side effect of dry mouth and specific suggestions for optimizing health supportive
patterns when little saliva is present in the client’s mouth. Reducing the negative
effects of the decreased salivary flow and related root decay often associated with
dry mouth is a way to increase the client’s comfort and overall health status.

Preventive oral health care represents a strong success story in health pro-
motion activities (USDHHS, 2000b). Community water fluoridation and school-
based oral health prevention programs, including dental sealant, topical fluoride,
and oral hygiene programs have resulted in a general decline in the prevalence of
dental decay. Oral health promotion is the connecting link between primary pre-
ventive regimens and their acceptance and use by the client, family, and commu-
nity. The combined efforts of health care professionals and individual clients are
needed to ensure that everyone has access to the information and services needed
for appropriate oral health behaviors.

However, lack of access to oral health promotion strategies and dental treat-
ment has become a major health issue for many individuals and is reflected in the
uneven distribution of the prevalence of both caries and periodontal diseases. In
1997, 65.1 percent of individuals aged two years and older reported that they had
visited a dentist within the past year (National Center for Health Statistics, 1996).
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Data released by the National Center for Health Statistics (NCHS) in 1996 re-
vealed that among individuals over the age of twenty-five, 64.3 percent of those at
or above the poverty level reported dental visits, compared with 35.9 percent
below the poverty level. The lower figure for those in poverty, however, is also con-
founded by issues of education and race or ethnicity. As reported by the 1996
NCHS data, 73.8 percent of those with thirteen or more years of education had
visited the dentist in the past year, as compared with 38 percent of those with less
than twelve years of education. In addition, this same data set revealed that among
white, non-Hispanic individuals, 64 percent had visited a dentist in the past year,
compared with 47.3 percent of black individuals and 46.2 percent of Hispanic
individuals (NCHS, 1996).

An investigation into the reasons why individuals do not visit the dentist re-
vealed that close to one-half (46.8 percent) report that they have no dental prob-
lems, and the next most common reason they cite is that they do not have any
teeth (14.3 percent); 13.7 percent of individuals cited financial barriers to receiv-
ing dental care (Bloom, Gift, & Jack, 1992). In addition, individuals face many
nonfinancial barriers to receiving dental care (Burt & Eklund, 2005). Fearful clients
may postpone dental care, which inevitably complicates the care needed and in-
creases the cost. Many individuals lack geographical access to a dentist or lack
transportation to get to a dental office; for example, more than half of the home-
bound elderly have not seen a dentist for ten years (USDHHS, 2000b). In addi-
tion, many individuals do not visit a dentist because they do not perceive the need
to receive routine preventive care to keep their mouths healthy (Strauss & Hunt,
1993). This is a special problem among older individuals who may not have ex-
perienced the benefits of modern preventive dentistry (Dolan & Atchison, 1993).

Negative attitudes and misinformation about oral health among both clients
and some health care professionals can limit access to both preventive and restora-
tive oral health care. The general perception of dental care as a discretionary, cos-
metic service was reflected in the omission of oral health care as an essential
primary care service in discussions regarding health care reform. In addition, a
greater number of individuals lack dental insurance (approximately 150 million)
than lack health insurance (37 million) (USDHHS, 2000b).

However, some current trends in health promotion have increased the scope of
health care, so many policymakers and health care professionals have begun to in-
clude oral health as an integral part of general health care. The release of the sur-
geon general’s report Oral Health in America in 2000 (USDHHS, 2000b) and of the
surgeon general’s National Call to Action to Promote Oral Health in 2003 (USDHHS,
2003) have helped to reposition oral health as an essential primary health service.
In addition the latest edition of Healthy People 2010 (USDHHS, 2000a) includes
oral health as an essential component of the health protection objectives, with sev-
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enteen specific oral health objectives to guide and measure health promotion ac-
tivities, as listed in Exhibit 8.1. Seven objectives focus efforts on the reduction of
prevalence of gingivitis, periodontitis, dental caries, and oral cancer among specific
population groups at risk; four objectives define risk reduction activities, includ-
ing the use of community water fluoridation and sealants; and five objectives guide
efforts in service provision, including examination utilization rates. These objec-
tives provide guidance for this chapter.

Common Oral Health Issues and Clinical Interventions

The following sections examine the oral health issues of dental caries, periodon-
tal diseases, oral trauma, common oral lesions, and oral cancers and also look at
health conditions and medications that may be risk factors for oral disease.

Dental Caries

Although rates of dental caries (tooth decay) for both children and adults in the
United States have been declining since 1940, dental caries remain a major persis-
tent problem for many Americans. Dental decay is the most common childhood
disease, five times more common than asthma and seven times more common than
hay fever (USDHHS, 2000b). Dental caries experience increases as children age.
Whereas about one-half (51.6 percent) of children aged five to nine have had den-
tal caries, by age seventeen more than three-quarters (77.9 percent) have had dental
caries (NCHS, 1996).

Greater dental decay is also concentrated among poor, minority children
(USDHHS, 2000b). Of the youngsters who have experienced dental decay, non-
Hispanic African American and Mexican American children and adolescents have
higher percentages of decayed surfaces than non-Hispanic Caucasian youth do.
Close examination of the data reveals that most of the decayed surfaces in the per-
manent teeth occur in a relatively small number of children (NCHS, 1996). One
out of four children in America is born into poverty; children living below the
poverty line (an annual income of $17,000 for a family of four) have more severe
and untreated decay than higher-income children do (USDHHS, 2000b). Poverty-
level African American and Mexican American children aged two to nine are the
most likely to suffer with large amounts of untreated tooth decay (USDHHS,
2000b).

Dental decay continues to be a major oral health problem in adults (Burt & Ek-
lund, 2005; USDHHS, 2000b). Root decay, which is more commonly seen in older
adults, is strongly associated with age and the loss of periodontal (gum) attachment,
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EXHIBIT 8.1. HEALTHY PEOPLE 2010 (CHAPTER 21): 
SUMMARY OF OBJECTIVES FOR ORAL HEALTH.

Goal: Prevent and control oral and craniofacial diseases, conditions, and injuries and improve
access to related services.

21-1. Reduce the proportion of children and adolescents who have dental caries experi-
ence in their primary or permanent teeth.

21-2. Reduce the proportion of children, adolescents, and adults with untreated dental
decay.

21-3. Increase the proportion of adults who have never had a permanent tooth extracted
because of dental caries or periodontal disease.

21-4. Reduce the proportion of older adults who have had all their natural teeth extracted.

21-5. Reduce periodontal disease.

21-6. Increase the proportion of oral and pharyngeal cancers detected at the earliest stage.

21-7. Increase the proportion of adults who, in the past 12 months, report having had an
examination to detect oral and pharyngeal cancers.

21-8. Increase the proportion of children who have received dental sealants on their molar
teeth.

21-9. Increase the proportion of the U.S. population served by community water systems
with optimally fluoridated water.

21-10. Increase the proportion of children and adults who use the oral health care system
each year.

21-11. Increase the proportion of long-term care residents who use the oral health care
system each year.

21-12. Increase the proportion of low-income children and adolescents who received any
preventive dental service during the past year.

21-13. Increase the proportion of school-based health centers with an oral health component.

21-14. Increase the proportion of local health departments and community-based health
centers, including community, migrant, and homeless health centers, that have an
oral health component.

21-15. Increase the number of States and the District of Columbia that have a system for
recording and referring infants and children with cleft lips, cleft palates, and other
craniofacial anomalies to craniofacial anomaly rehabilitative teams.

21-16. Increase the number of States and the District of Columbia that have an oral and
craniofacial health surveillance system.

21-17. Increase the number of Tribal, State (including the District of Columbia), and local
health agencies that serve jurisdictions of 250,000 or more persons that have in
place an effective public dental health program directed by a dental professional
with public health training.

Source: USDHHS, 2000a.
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which accompanies periodontal diseases (Burt & Eklund, 2005; USDHHS, 2000b).
The 2001 National Institutes of Health (NIH) Consensus Statement noted that 20
percent of the population has 60 percent of the caries (NIH, 2001).

Current research into the causes of dental decay reveals a complex, constant
multifactorial process in which the tooth enamel is continuously in a state of los-
ing minerals from the crystalline prisms (demineralization) and repairing the crys-
talline prisms (remineralization) (National Library of Medicine [NLM], 2001).
The bacteria in the biofilm on the tooth metabolize available sugar and produce
acids. These acids penetrate the microscopic channels inside the teeth and erode
the space between the enamel prisms, driving calcium and phosphate out of the
subsurface tissue, thereby demineralizing it (AHCPR). Although the surface of
the tooth appears quite hard, these changes in the microscopic channels weaken
the tooth. Demineralization occurs first below the surface of the enamel and can-
not be detected until it becomes moderately advanced and a white chalky area
appears on the tooth surface. At these early stages the decay process can be re-
versed by raising the low pH in the dental plaque, a step that helps to drive the
salivary calcium and phosphate minerals back into the tooth, remineralizing it
(Steinberg, 2004). Topical fluoride can also reverse the decay process by provid-
ing additional materials for remineralization (Centers for Disease Control and
Prevention [CDC], 2001). It is only when the demineralization inside the tooth
has advanced and the surface of the tooth has been undermined and broken that
dental restorative care is needed to remove the decay and fill the tooth to restore
it to function (Harris & Garcia-Godoy, 2004).

Although many patients may complain of having soft teeth and may see that
as the cause of dental decay, the mineral content of mature enamel composes
about 85 percent of the tooth by volume and 95 percent of the tooth by weight,
and this does not vary greatly among individuals (Shore, Robinson, Kirkham, &
Brookes, 1995). Shortly after the tooth erupts through the soft tissue into the
mouth, minerals in the tooth begin a dynamic exchange of remineralization and
demineralization with the surrounding fluids in the oral cavity.

Because of the complex nature of the dental decay process, there is no single
preventive agent that will control dental caries (USDHHS, 2000b). Fluoride ap-
plied to the tooth, either topically or through systematic ingestion, will be a source
of minerals to help reverse the decay process through remineralization (CDC,
2001). Fluoride has its greatest anticaries effect on the smooth surfaces of teeth.
Dental sealants can be used to physically block the minute grooves from acid pen-
etration but can be used only on the chewing (occlusal) surfaces of teeth. Current
research has highlighted the critical and highly effective role both fluoride and
sealants have in reducing decay. All clients with teeth should use at least one source
of fluoride and should be evaluated for sealant placement on all unrestored teeth.
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Dietary reductions in sugars and cooked starches can reduce the frequency and
duration with which oral bacteria can form destructive acids; however, dietary
changes are notoriously difficult to bring about, particularly in the present U.S.
culture that enjoys sweetened products and where sugar consumption has con-
tinued to rise (Darby & Walsh, 2003; Harris & Garcia-Godoy, 2004). Although
toothbrushing is often cited by most clients as the major method they use to pre-
vent decay, toothbrushing alone is not effective in removing all microbial plaque,
which may hide between the teeth and in small grooves and fissures. The major
caries reduction benefit in toothbrushing involves the application of fluoridated
toothpaste, which will increase remineralization of enamel prisms (Marinho, Hig-
gins, Logan, & Sheiham, 2003).

Fluoride is essential in promoting remineralization of the subsurface tooth
enamel that has been broken down by bacterial acids (CDC, 2001). Fluoridated
toothpastes, mouth rinses, and professional gel treatments can provide this topi-
cal application of fluoride (Darby & Walsh, 2003; Harris & Garcia-Godoy, 2004).
Table 8.1 summarizes the clinical guidelines for topical fluoride products that
health care professionals can use to optimize oral health supportive activities. Daily
use of sodium fluoride mouth rinses (0.05 percent concentration) can be helpful
for clients who are at a moderate risk for dental decay. Clients with orthodontic
appliances or who have experienced dental decay within the last year can use these
fluoride rinses, which are readily available as over-the-counter products.

260 Health Promotion in Practice

TABLE 8.1. FLUORIDE RECOMMENDATIONS FOR 
CLIENTS TO USE AT HOME TO PREVENT DENTAL DECAY.

Client Recommendation

All clients Fluoride toothpaste twice per day

Children aged 6 months to 16 years Sodium fluoride liquid drops or tablet 
who do not drink fluoridated water supplementation at 0.25, 0.5, or 1.0 mg 

concentration per day, based on child’s 
age and amount of fluoride in water 
system

Children older than 6 years and adults 0.05% sodium fluoride mouth rinse 
at moderate risk for dental decay once per day

Adults at high risk for dental decay 0.4% stannous fluoride gel or 1.1% 
sodium fluoride gel used once or twice 
daily

Source: CDC, 2001.

Gorin.c08  2/14/06  9:13 AM  Page 260



For individuals at high risk for dental decay, oral health professionals can pre-
scribe home gel treatments, which provide intensive levels of fluoride to reminer-
alize teeth. Both 1.1 percent neutral or 0.4 percent stannous fluoride can be
prescribed to reduce the risk of caries development (CDC, 2001). Two types of
patients at high risk for decay are those who develop dry mouth because of med-
ications and those who have completed radiation therapy to the head and neck
region. Impaired salivary gland function, with little or no saliva produced, in-
creases the risk for decay. The best treatment in these situations is a twice daily
application of 1.1 percent sodium fluoride gel, placed in a custom-fitted tray to
ensure that an intensive amount of fluoride reaches all surfaces of the teeth with-
out salivary dilution (Harris & Garcia-Godoy, 2004). The area known as the cer-
vical portion, or neck, of the tooth, has a thin layer of enamel covering the
underlying dentinal portion of the root and is more readily demineralized than
other parts of the tooth. Without the buffering and cleansing effects of saliva,
decay can proceed rapidly.

Fluoride treatments can also be provided by oral health care professionals,
and these treatments include both 2.0 percent sodium and 1.23 percent acidu-
lated phosphate fluoride, used either as a foam, a gel, or a varnish, placed in a
tray or painted directly onto the teeth for one to four minutes (Darby & Walsh,
2003; Harris & Garcia-Godoy, 2004). These professional fluoride treatments are
popular among oral health care professionals and provide high amounts of fluo-
ride on a low-frequency basis, especially if given every six months to one year at
the dental recall visit. However, the most effective regimens for increasing re-
mineralization and preventing decay include the low-dosage products (toothpastes
and mouth rinses) used on a high-frequency basis, at least once daily (CDC, 2001).

Although topical application of fluoride through a variety of fluoride-containing
products provides a direct source for remineralization, this action depends on the
patient’s cooperation in purchasing and using the product. The most cost-effec-
tive and simple method to ensure that individuals use fluoride is to fluoridate com-
munity water supplies. Two of the Healthy People 2010 objectives describe goals for
fluoride usage to prevent decay. One objective sets a goal of having fluoride in
community water systems for at least 75 percent of the nation’s population, and
the other objective identifies the need to increase the use of professionally and
self-administered fluoride products so they are used by at least 85 percent of the
individuals who are not drinking optimally fluoridated water.

Since 1945, fluoride has been added to many community water supplies at
very low levels (one part per million) to increase access to this proven preventive
measure for all children, despite economic and nonfinancial barriers to oral health
care. Early studies, completed in the 1950s, documented that children who drank
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fluoridated water experienced a reduction in dental decay, with reductions rang-
ing from 30 percent to 60 percent. More recent studies, which take into account
the widespread distribution of fluoride toothpastes and other products, indicate
decay reductions from 20 percent to 40 percent for children and 15 percent to 35
percent for adolescents (Burt & Eklund, 2005; CDC, 2001). Adults who have been
lifelong residents of communities with fluoridated water supplies show a reduc-
tion in dental decay of as much as 35 percent (Burt & Eklund, 2005).

Unfortunately, the fluoridation of community water supplies has often created
political controversy, which has limited the number of community water systems
that are optimally fluoridated. In 2002, 67.3 percent of the United States popula-
tion served by public water systems received fluoridated water (CDC, 2002). Since
1945, when Grand Rapids, Michigan, was the first city to fluoridate its water sup-
ply, the political controversy has centered around several key arguments. Claims of
forced mass medication usage, ineffective preventive activity against dental decay,
carcinogenic effects, chemical safety issues in storing and adding the fluoride prod-
uct to the water, and other toxic effects have been argued by antifluoridationists,
often in an emotional context that is quite compelling to legislators and consumers
unfamiliar with scientific principles and practices (Burt & Eklund, 2005). Multiple
studies have documented the safety and effectiveness of fluoride as a caries-
preventive agent, and a summary report from the U.S. Public Health Service has
confirmed both human safety issues and caries reduction when fluoride is added
to public water supplies (Burt & Eklund, 2005).

Health care professionals should be prepared for the few clients who may state
objections to fluoride recommendations because of concerns related to safety and
effectiveness. A list of helpful resources for oral health promotion resources ap-
pears at the end of this chapter (Exhibit 8.2) to provide clients with accurate in-
formation from credible, reliable sources on such matters as the safety and efficacy
of water fluoridation in reducing dental decay. In areas of unfluoridated com-
munity water supplies, health care professionals should recommend and prescribe
fluoride supplementation for children between the ages of six months and sixteen
years. This systemic fluoride supplementation, either in the form of liquid drops
(sometimes combined with other vitamin supplementation) or tablets, provides a
source of fluoride for the developing permanent teeth (Burt & Eklund, 2005;
Harris & Garcia-Godoy, 2004).

The increased consumption of bottled water in the United States has created
a new challenge in caries risk reduction strategies. Most bottled waters do not con-
tain fluoride, and when they do contain fluoride, there is no consistent information
required or contained on the labels. In the past the majority of water consumed by
Americans came from their home faucets. Consumption now has shifted from the
home faucet to bottled water. Consumers using solely bottled water for con-
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sumption and cooking purposes need bottle-labeling information so they can iden-
tify the brands that contain an optimal fluoride concentration (CDC, 2001).
Health care professionals should ask about the type of water consumed and ad-
vise parents to investigate their choice of bottled water further in order to prop-
erly assess, plan, and implement a comprehensive fluoride regimen (Levy, Kairitsy,
& Warren, 1995; Harris & Garcia-Godoy, 2004). Health care professionals can
also recommend that families use the charcoal-based filters found on water pitch-
ers and units that attach to the home water faucet. These charcoal-based systems
do not remove fluoride from the water, and often provide consumers with water
that has a more acceptable taste and smell.

In addition to fluoride, dental sealants have been documented as a highly ef-
fective means of preventing decay by blocking the penetration of demineralizing
acids into the enamel grooves of the teeth (CDC, 2001; Darby & Walsh, 2003).
The molar and premolar teeth in the posterior region of the mouth contain nar-
row and uneven grooves and fissures on the occlusal (chewing) surfaces so that
these teeth can chew and grind food properly. However, the grooves are often
smaller than a single toothbrush bristle, and they frequently trap small pieces of
food and retain acids from bacteria, which produce decay. The application of the
dental sealant, a plastic resin material that is bonded to the enamel, seals and
blocks the grooves so that food particles can be easily brushed from the tooth.
Dental sealants have been shown to reduce virtually all decay when the sealant is
retained in the occlusal surface of the tooth (Harris & Garcia-Godoy, 2004).

One of the objectives in Healthy People 2010 is to increase to at least 50 percent
the proportion of children who have received dental sealants, which is quite a large
increase from the current 11 percent who have received them. Current recom-
mendations are for all children to have their first and second permanent molars
sealed as soon as the teeth erupt (Harris & Garcia-Godoy, 2004). The first perma-
nent molars erupt between the ages of five and seven years (and therefore are often
called six-year molars, because of the average age at which they erupt into the
mouth); the second permanent molars (often called the twelve-year molars) erupt
between the ages of eleven and fourteen years. Sealants may be placed only on the
chewing surfaces of teeth not previously restored with a filling material, so it is im-
portant to seal the teeth as soon as they erupt to prevent decay. Adults should con-
sult with their dentist to determine the appropriateness of sealing their unfilled
teeth, depending on their risk for dental decay. Clients who are taking medications
that produce dry mouth, who have experienced decay in the past, and who have
difficulty in adequately performing their own oral hygiene should be evaluated
carefully for sealant placement (Harris & Garcia-Godoy, 2004; Steinberg, 2004).

Nutritional counseling is important to limit the frequency and duration of in-
dividuals’ consumption of fermentable carbohydrates and to avoid the constant
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use of mints, gum, candy, or high-sugar drinks. Corn chips, crackers, and pancakes
need to be recognized as caries-risky foods along with those “sticky” fermentable
carbohydrates (such as caramel and taffy candies) that are retained on tooth sur-
faces (Harris & Garcia-Godoy, 2004). The best time to eat fermentable carbohy-
drates is during a meal, when the salivary flow volume is the greatest and can wash
the food from the mouth quickly and buffer any acids produced. Foods that have
been found to promote less decay include cheese, nuts, popcorn, and sugarless
chewing gum. Sugarless chewing gum, particularly gum containing xylitol (a five-
carbon sugar alcohol that cannot be metabolized by Streptococcus mutans), has
the added benefit of increasing saliva, which in turn can serve as an additional
source of remineralization (Hayes, 2001; Harris & Garcia-Godoy, 2004).

Although traditional efforts to prevent dental decay have focused on reduc-
ing the consumption of sweets and other fermentable carbohydrates and remov-
ing plaque thoroughly through brushing and flossing, current research is showing
that these efforts are less effective than traditionally believed (Burt & Eklund,
2005). Combining the use of water fluoridation, fluoride products, dental sealants,
and prompt professional care to reduce the risk of decay and reverse early areas of
decay inside the tooth is an effective method for reducing dental decay (Harris &
Garcia-Godoy, 2004).

Periodontal Diseases

Like dental decay, periodontal diseases will affect most adults at some time in their
lives, and the consequences, including pain, dysfunction, tooth loss, and treatment
costs, can be high (USDHHS, 2000b; NIH, 2001). Healthy People 2010 notes that ap-
proximately 48 percent of adults have gingivitis, which is the mildest form of peri-
odontal disease. The most severe forms of destructive periodontal diseases are seen
in 22 percent of the population (USDHHS, 2000b; Brown, Brunelle, & Kingman,
1996). Periodontal diseases are largely preventable (Harris & Garcia-Godoy, 2004).

Periodontal disease is any disease or disease process that affects the gum (gingiva)
or the supporting bone structure of the teeth (periodontium) (USDHHS, 2000b;
Page & Kornman, 1997). Periodontal diseases are predominantly caused by a col-
lection of bacteria, commonly referred to as a bacterial plaque biofilm. However, even
though these diseases are bacterial plaque associated, their occurrence and pro-
gression may be modified by risk factors. Effective preventive activities need to in-
clude the recognition, identification, and elimination or minimalization of both
the etiologic factors and the risk factors associated with the diseases (Armitage,
2003). Bacterial biofilm is a soft deposit consisting of a salivary glycoprotein ma-
trix to which colonies of bacteria and food debris adhere. Bacterial biofilm is
found on surfaces of the teeth and gingival tissues and in the space between the
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gum and the tooth, which is called the gingival sulcus, or gingival crevice (Sbordone &
Bortolaia, 2003). The epithelial tissue lining this gingival crevice gives bacteria
and their waste products (endotoxins) easy access to connective tissues and blood
vessels. This systemic assault has the potential to affect tissues and organs at dis-
tant sites (Page, 1998). The disease site also serves as a reservoir of proinflamma-
tory mediators (molecules that enhance the inflammatory response), which can
also induce or perpetuate systemic effects by entering the systemic circulation
(Page, 1998). Mineralization of undisturbed or inadequately removed plaque
biofilm results in hard deposits known as tartar (calculus). These deposits make
thorough cleaning more difficult because their rough surfaces trap more bacteria,
and the result is that more plaque biofilm will accumulate.

Two of the most common periodontal diseases are gingivitis and periodontitis.
Gingivitis is inflammation of the gingival tissues, resulting in an increase in redness,
swelling, and bleeding. The most common sign of gingivitis is bleeding, although
many clients instead perceive overzealous brushing as the cause of the blood they
see on their toothbrush or after rinsing (Darby & Walsh, 2003). Health care profes-
sionals should explain to clients that healthy gum tissue does not bleed and that any
bleeding, even if minor, should be investigated during an examination visit with an
oral health care professional. There is usually no pain involved with gingivitis ex-
cept in severe acute conditions. Gingivitis can be found in children from the time
teeth erupt, and can continue throughout a person’s life (Darby & Walsh, 2003).

As the gingival tissue becomes more inflamed and swollen the accumulation of
plaque biofilm increases. As the tissues swell the gingival sulcus or crevice deepens
and the bacteria in the biofilm in this space under the gum shift to gram-negative
anaerobic bacteria. These microorganisms are mediated by host factors and become
destructive, causing recession of soft tissue and loss of bone support around the
tooth. The tooth becomes mobile and eventually is lost. This destructive periodon-
tal disease is periodontitis. A number of studies have shown that although peri-
odontitis is preceded by gingivitis, not all sites with gingivitis progress in a predictable
manner to periodontitis (Brown et al., 1996; Greene, Louie, & Wycoff, 1990).

The challenge for the client comes in keeping the teeth biofilm-free, because
this demands time, good dexterity, and motivation to brush thoroughly and clean
between the teeth with dental floss. Health care professionals can emphasize to
clients the positive benefits of a clean, healthy mouth. Clinical studies have shown
power toothbrushes do better than manual toothbrushes at effectively removing
plaque biofilm and improving gingival health (Heanue et al., 2003; Haffajee,
Thompson, Torresyap, Guerrero, & Socransky, 2001). To clean the difficult areas
in between the teeth (interproximal areas), dental floss, interproximal brushes, or
appropriately shaped wooden picks are necessary. Twice per day rinsing with ap-
proved antimicrobial rinses will also aid in the reduction of plaque and gingivitis
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(Bauroth et al., 2003). The thoroughness of biofilm control is more important
than the frequency of cleaning. Biofilm should be disrupted thoroughly at least
once a day, preferably at night and more often if possible (Harris & Garcia-Godoy,
2004; Greene et al., 1990). Interrupting the destruction caused in periodontitis
requires professional scaling and root planing by oral health care professionals to
remove calcified deposits and to control the subgingival bacteria in order to min-
imize both the etiologic factors and the risk factors associated with the disease
(Harris & Garcia-Godoy, 2004).

Oral Trauma

Traumatic injuries that cause damage to the face and teeth can create long-term
dilemmas in clinical diagnosis and treatment in oral health. After an injury clients
will need assistance in reevaluating oral health in relation to their current status.
Traumatic injuries manifest in many ways but most commonly involve fractures
of the maxilla or mandible or damage to the temporomandibular joint. Teeth
may also be fractured, knocked out of alignment (occlusion), or lost. Repairs to
injuries to teeth heal more slowly than repairs in other areas in the body. For ex-
ample, it may take up to five years to determine whether a treated tooth will sur-
vive an injury (Kaste, Gift, Bhat, & Swango, 1996; Greene et al., 1990).

The prevention of trauma to the face and teeth is addressed in Healthy People

2010 and is underscored in two objectives: one dealing with unintentional injury
and the other with oral health. These objectives call for extending requirements
for the use of oral-facial protective devices (head, face, eye, and mouth protection)
in sporting and recreation events that present risks of injury. Clients seeking school
or sports physicals may need guidance in determining ways to keep their face and
mouth intact and not altered by injury. Health care professionals can counsel
clients in the use of mouthguards, helmets, face shields, and seat belts. Baseball
players do not look on their sport as a high-risk activity with heavy contact, yet a
high percentage of baseball injuries (41 percent) are to the head, face, mouth, and
eyes (Nowjack-Raymer & Gift, 1996).

The National Collegiate Athletic Association (NCAA) implemented manda-
tory mouth protector wear for its players in 1974 (Greene et al., 1990). It has been
estimated that up to 200,000 injuries to the mouth from football contact are pre-
vented annually through the use of mouthguards (Kumamoto & Maeda, 2004).
Other athletic associations involved in contact sports have followed the NCAA’s
direction, thus the number of dental injuries from sports is decreasing. However,
injury prevention depends on consistent use of protective devices, and not all sport
associations, especially those involving children and youths, enforce these regula-
tions consistently.
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Clients and their families should be directed to obtain one of the following three
types of mouthguards readily available today: the ready-made or the mouth-formed
appliances, which can be purchased at any athletic store and are often available
through a coach or school administration, or the custom-fitted athletic mouthguard,
which can be fabricated by an oral health care professional for the athlete. The cus-
tom-fitted mouthguard is recommended for athletes participating in high-contact
sports and those athletes unable to use the other types of mouthguards.

The facial region is the most commonly injured body area in automobile ac-
cidents (Cox et al., 2004). Encouraging seat belt usage will greatly reduce these
injuries. Two investigations reported decreases in facial injuries of 50 percent and
72 percent after the implementation of seat belt laws (Cox et al., 2004; Huelke &
Compton, 1983).

Health care professionals can promote clients’ use of helmets when biking,
skateboarding, snowboarding, or skiing by conducting helmet decorating contests
and bicycle and skateboarding rodeos in elementary schools and recreation cen-
ters. These activities can extend to families and to advocacy at the community
and public policy level. Head injuries have decreased in states that have imple-
mented mandatory helmet use for bicyclers of certain ages, although specific poli-
cies vary by state (Kumamoto & Maeda, 2004; Greene et al., 1990).

Common Oral Lesions

Two of the most common disorders of the mouth, causing discomfort and an-
noyance to millions of people, are fever blisters (herpes simplex and herpes labi-
alis) and canker sores (aphthous stomatitis) (Siegel, Silverman, & Sollecito, 2001).
Fever blisters, seen most frequently around the lips, are highly contagious and fre-
quently spread by direct contact, most commonly kissing. Most persons who ex-
perience fever blisters of the type I herpes simplex virus were infected with the
virus by ten years of age. Health care professionals can counsel their clients who
have fever blisters not to kiss or have direct contact when blisters are present. Re-
activation of this latent virus can be triggered by the following factors: fever, stress,
exposure to sunlight, trauma, and hormonal alterations (Siegel et al., 2001). Rec-
ommending that clients be placed on an antiviral medication aids in decreasing
the duration of the lesion. Visualizing a face free of fever blisters could be one
way of encouraging a client to use lip sunscreen.

Aphthous ulcers, or canker sores, are not contagious and are an altered im-
mune response to certain precipitating factors, including stress, trauma, allergies,
and endocrine alterations; some acidic foods and juices; and foods that contain
gluten. In addition, individuals who are anemic, have diabetes mellitus or in-
flammatory bowel disease, or are immunocompromised may also report frequent
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aphthous ulcers (Neville, Damm, Allen, & Bouquot, 2000). Health care profes-
sionals should counsel these clients not to eat abrasive foods, which could trau-
matize the mouth; to use care when cleaning the mouth to prevent trauma; and
to avoid acidic and spicy foods.

Dry mouth (xerostomia) and yeast infections (candidiasis) are two common
oral conditions that often lead to clients’ complaints of burning mouth syndrome.
Dry mouth is most commonly induced by the anticholinergic properties of most
medications and by some medical treatments and is also seen in a number of au-
toimmune disorders, particularly among women. Oral candidiasis is associated
with immunocompromised status and is commonly seen in older clients because of
prolonged wearing of dentures. Oral candidiasis is best treated with a wide range
of antifungal medications; however, there is no clear-cut treatment for dry mouth,
with symptom relief forming the basis for recommendations for clients (Siegel et
al., 2001). Dry mouth can cause difficulties in swallowing, tasting, chewing, and
speaking; it places the client at increased risk for tooth decay and other infections.
Xerostomia can be an indication of certain conditions or diseases. Health care
professionals should encourage clients to sip water frequently to keep the mouth
moist and to use artificial saliva, which is sold as an over-the-counter gel or liq-
uid. Clients can also stimulate their salivary glands by sucking on sugarless lemon
drops or mints. Avoidance of products that cause drying, such as caffeine, alco-
hol, and tobacco, is recommended (Siegel et al., 2001). Additional supportive pat-
terns include keeping the lips moisturized and using a dehumidifier in the sleeping
area to decrease skin and lip chapping and to promote hydration in the oral-facial
region (Siegel et al., 2001).

Oral Cancers

Healthy People 2010 identifies the reduction of deaths resulting from cancer of the
oral cavity and pharynx as a priority objective in oral health care. Oral-facial cancers
make up approximately 3 to 4 percent of total cancers; however, the morbidity and
mortality rates are high (Swango, 1996). In 2004, approximately 29,370 new cases
(19,100 men and 10,270 women) of oral and pharyngeal cancer were diagnosed in
the United States (American Cancer Society, 2005). One Healthy People 2010 objec-
tive is to increase early detection to reduce deaths from oral and pharyngeal can-
cers. In 2004, there were approximately 7,320 deaths (4,910 males and 2,410
females) due to oral and pharyngeal cancers (American Cancer Society, 2005).

The tragedy of oral and pharyngeal cancers is that 75 percent of the cases
are preventable and up to 90 percent are treatable if detected early (USDHHS,
2000b). Health care professionals should encourage their clients to complete a va-
riety of health promotional activities to prevent oral cancers (Horowitz, Good-
man, Yellowitz, & Nourjah, 1996). Tobacco cessation is an important, life-saving
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intervention that health care professionals can complete with their clients. The
use of smokeless, or spit, tobacco has especially severe negative effects in the oral-
facial complex and is a habit often overlooked by health care professionals. Lim-
iting exposure to the sun, always wearing sunscreen and lip protection, and
limiting alcohol ingestion are also specific behaviors that decrease the risk of oral
and pharyngeal cancers.

Early detection of any cancerous lesions is critical to ensure prompt care, and
clients can be taught to examine their face, mouth, and neck for common signs
of early oral lesions. Any growth or swelling that is tender and firmly bound to
the head or neck should be investigated. Any mixed red and white lesion in the
mouth that does not heal within a week should be examined by a dentist, espe-
cially when the lesion is located on the lips, in the floor of the mouth, or on the
posterior lateral border of the tongue—common sites for oral cancer. Clients who
are at risk for oral cancer include men older than forty-five years and men and
women who smoke or use smokeless tobacco or who drink alcohol. All adults, es-
pecially those at high risk for oral cancer, should visit a dental office at least once
a year for head and neck examinations.

Health Conditions as Oral Disease Risk Factors

Many health conditions, including diabetes and HIV/AIDS, affect oral health,
and in turn, poor oral health often affects and exacerbates these conditions. Health
care professionals need to monitor the oral health of patients with these condi-
tions and recommend appropriate health promotion strategies and dental care.
Table 8.2 summarizes some of these health conditions and the relevant health
promotion strategies.

Effects of Medications on Oral Health

In addition to the health conditions that are risk factors for oral diseases, many
medications that clients take for these conditions pose challenges to maintaining
optimal oral health. The following sections explain the interrelationship between
selected medications and oral health status.

Drugs Causing Gingival Overgrowth. Three drugs that exhibit gingival over-
growth are phenytoin, cyclosporine, and calcium channel blockers. Clients using
these medications should be encouraged to complete thorough daily oral hygiene
and self-care. In addition, these clients should visit a dental professional on a
regular basis, because the research has shown that meticulous plaque control com-
bined with professional care will prevent or significantly decrease the severity of
the hyperplasia.
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TABLE 8.2. ORAL HEALTH PROMOTION 
FOR CLIENTS WITH HEALTH RISK FACTORS.

Health Risk Factor Oral Implications Health Promotion

Diabetes

Cardiovascular
disease

Organ transplant

Acute leukemia

Thrombocytopenia

Hemophilia

HIV infection and
AIDS

Chemotherapeutic
agents

Increased incidence and 
severity of periodontal
diseases.
Poor healing and slow
response to care.

Potential for endocarditis
with valvular diseases.
Risk of transient bacteremia.
Potential association with
periodontal diseases.

Oral infection may be life
threatening.
Immunosuppressant medi-
cations may cause gingival
enlargement and can mask
signs of oral infection.

Gingival hemorrhage.
Oral discomfort and pain.
Loss of appetite.

Purpura.
Gingival hemorrhage.

Spontaneous gingival
hemorrhage.
Hemarthrosis.

Oral candidiasis.
Oral hairy leukoplakia.
Kaposi’s sarcoma.
Gingivitis and periodontitis.

Mucositis.
Oral ulcerations.

Encourage thorough daily oral hygiene.
Encourage more frequent dental care.
Complete dietary counseling to reduce
dental decay-promoting patterns.

Encourage thorough daily oral hygiene.
Encourage compliance with antibiotic
premedication prior to dental care.
Refer for frequent dental evaluation and
care.

Refer for dental treatment before transplant
when possible.
Encourage frequent dental care.
Encourage thorough daily oral hygiene.

Encourage gentle, thorough daily oral hy-
giene.
Recommend use of chlorhexidine rinse.
Refer for emergency dental care only dur-
ing acute phase.
Refer to dental care during remission.

Refer for dental consultation.
Recommend oxidizing mouth rinses.
Encourage thorough, gentle oral hygiene.

Encourage thorough, gentle oral hygiene.

Refer for dental evaluation and care.
Refer for early treatment with antifungal
medications.
Recommend chlorhexidine rinses.
Encourage thorough daily oral hygiene.

Encourage only minimal dental care during
oral chemotherapy.
Use therapeutic mouth rinse as needed.
Encourage dental care after active
chemotherapy.
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Gingival overgrowth occurs in about one half of individuals who ingest
phenytoin as their sole antiepileptic medication on a long-term basis. However,
the prevalence of gingival overgrowth is much higher when phenytoin is taken in
combination with other antiepileptic agents. Gingival overgrowth often becomes
clinically apparent during the first six to nine months of therapy and has a clini-
cally similar appearance to the tissue enlargement seen with the antirejection med-
ication cyclosporine, which is used with transplant clients, and the cardiac drugs
classified as calcium channel blockers (Patton & Glick, 2001).

Chemotherapeutic Agents. Health care professionals should strongly recommend
a referral to a dentist before the onset of chemotherapy so that all oral sources of
infection (for example, periodontal disease and infected teeth) can be eliminated.
Only minimal necessary dental intervention should be provided to control acute
oral problems that occur during the active phases of myelosuppression secondary
to chemotherapy. After chemotherapy is completed, comprehensive dental care
may be provided for the client after consultation with the oncologist.

Frequent recall examinations, symptomatic support (for mucositis or ulcera-
tions), and aggressive preventive intervention should be part of the medical and
dental care of clients receiving chemotherapy. A 0.12 percent chlorhexidine glu-
conate mouth rinse (Peridex or PerioGard) to reduce fungal and bacterial over-
growth and assist in oral hygiene care is strongly recommended. Topical analgesia
in an oral suspension may be prescribed to provide relief from painful mucositis
or ulceration (Siegel et al., 2001).

Oral Health Promotion Throughout the Life Span

In addition to specific service objectives, Healthy People 2010 emphasizes specific
health concerns for each stage of the life span. Like all other health promotion
activities, oral health promotion activities should be targeted according to the spe-
cific at-risk factors for each age group. The following sections discuss oral health
promotion activities for four age groups: infants and children, adolescents, adults,
and older adults (summarized in Table 8.3). A final section underlines the impor-
tance of providing targeted oral health promotion activities to meet the special
oral health needs of women.

Infants and Children

Currently, there is much interest in dental decay seen in children younger than
three years. The traditional term for this is baby bottle tooth decay (BBTD); however,
many oral health researchers are now using the term early childhood caries (ECC) to
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TABLE 8.3. ORAL HEALTH ISSUES THROUGHOUT THE LIFE SPAN.

Age Group Specific Oral Health Concern Oral Health Promotion

Infants and
children

Adolescents

Adults

Older adults

Early childhood caries (ECC)

Dental decay

Eruption of primary teeth

Dental decay

Tobacco use

Periodontal diseases

Oral-facial injury

Dental decay

Dry mouth

Periodontal diseases

Tobacco use

Oral facial injury

Specific conditions, based on
health risk factors

Dental decay

Root decay

Periodontal diseases

Candidiasis

Evaluate teeth as soon as they erupt.

Teach parents and child oral care and offer
nutritional counseling.

Encourage cessation of bottle feeding by age 1.

Refer for dental care at age 1.

Recommend fluoride supplements at 6
months if drinking water is not fluoridated.

Refer to dental visits, including fluoride and
sealants.

Recommend fluoride supplements if drink-
ing water is not fluoridated.

Encourage thorough daily oral hygiene, use
of fluoride, and proper nutrition.

Encourage use of protective devices, such as
mouthguards and helmets.

Discourage tobacco use.

Encourage thorough daily oral hygiene, use
of fluoride, and proper nutrition.

Encourage use of protective devices, such as
mouthguards and helmets.

Discourage tobacco use.

Refer for dental evaluation and care.

Recommend salivary substitutes.

Encourage thorough daily oral hygiene, use
of fluoride, and proper nutrition for self and
caretakers.

Discourage tobacco use.

Refer for dental evaluation and care.

Recommend salivary substitutes.

Teach denture care.
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more accurately describe this type of decay (Harris & Garcia-Godoy, 2004). ECC
is characterized by multiple areas of dental decay on the primary teeth, generally
affecting the anterior teeth but also sometimes the posterior teeth. Research has
shown that the bacteria that cause ECC come primarily from mothers or care-
givers who have active untreated decay in their mouths. Through salivary contact
via kissing or food sharing, the bacteria are passed from mother to child and serve
to initiate decay. When the bacteria remain on the teeth and are not brushed away,
they can combine with sugars to begin the decay process.

The traditional causal explanation for such decay, as the term baby bottle tooth

decay suggests, focuses on children’s habit of falling asleep with a bottle in their
mouth, so that the bottle liquid—formula, milk, juice, or sweetened drink—when
allowed prolonged contact with the primary teeth (most often the maxillary an-
terior teeth), causes dental decay (Harris & Garcia-Godoy, 2004). Health care pro-
fessionals should discourage these night bottle-feeding practices and also
encourage thorough bacterial removal and frequent dental visits both for parents
or caretakers and for infants to reduce the risk for ECC.

Health care professionals should also examine all infants for evidence of early
decay and teach parents proper appraisal of their child’s oral health. White spot
lesions on the surface of the tooth are the earliest signs of decay; these progress
to small, white and brown or gray depressions in the tooth, which then continue
to enlarge until portions of the tooth are lost because of fracture. Parents should
be taught to cleanse the child’s teeth as soon as the first tooth erupts, usually be-
tween six and eight months of age. Teeth can be cleaned with a washcloth or cloth
wipe, and a small toothbrush can be used when comfortable for the child. A small
smear of toothpaste should be used during infancy, with no more than a pea-sized
amount of toothpaste placed on the brush for children up to six years of age.

Health care professionals should also teach parents to discontinue bottle feed-
ing at one year of age and to promote mealtime drinking from a trainer cup until
the child can master drinking from a glass. If parents allow the child to continue
sleeping with a bottle, it should contain only water. Many parents and caregivers
have only a poor understanding of the health-depleting aspects of bottle feeding
on erupting teeth. Health care professionals can use resource information from the
American Dental Hygienists’ Association and the American Dental Association to
illustrate to parents the critical importance of fostering oral health (DeBiase, 1991).

The American Academy of Pediatric Dentistry recommends that all children
visit the dentist by one year of age. Parents should take the time to speak with oral
health care professionals about appropriate care for children’s teeth and should
be encouraged to use fluoride tablet supplementation with their children if the
community drinking water does not contain fluoride (CDC, 2001; Harris &
Garcia-Godoy, 2004).
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Adolescents

Because adolescents are in one of the highest risk groups for dental decay, special
efforts should be made to ensure that all adolescents visit a dental office at least
once a year (Harris & Garcia-Godoy, 2004). All adolescents should use fluoride
toothpaste, and fluoride rinses either at home or school are recommended if even
one area of decay has been noted recently. Supplemental fluoride tablets should be
continued to at least age sixteen if the drinking water is not fluoridated. All ado-
lescents should have dental sealants placed on their first and second molars, and
these sealants should be evaluated each year and reapplied if necessary. Other
preventive measures, such as proper toothbrushing and dietary counseling, should
be provided as appropriate.

It is often during adolescence that sports injuries occur, so the health care pro-
fessional should provide education and referral to a dental office to ensure that
proper protection is available for the oral-facial region. Unfortunately, many
coaches and other individuals are unaware of the need for mouthguards and eye
protection, and injuries may occur that need prompt treatment (Kumamoto &
Maeda, 2004). When teeth are avulsed from the mouth, it may be possible to suc-
cessfully replant them, depending on the type of injury. Replanting must be done
within twelve hours. Parents should be taught to bring the teeth with the child to
the dental office or emergency room and to preserve the teeth in milk or saliva,
without cleaning or brushing the avulsed teeth in any way. When some fibers or
cells are retained on the teeth, they can be replanted more successfully.

Adults

Many adults are at risk of dental decay because of the common medications
they take for a variety of health conditions (Dolan & Atchison, 1993). Many
medications have anticholinergic properties that produce xerostomia. When
saliva is reduced or absent, its protective buffering properties are also decreased,
food is retained longer in the mouth, and bacteria can more readily produce
acid, which increases the demineralization process (Harris & Garcia-Godoy,
2004). In addition, dental decay can proceed more quickly, especially around
the gum line and between teeth. Health care professionals should warn their
clients about these dangerous effects and should recommend that these clients
drink more water to lubricate the mouth. Artificial saliva products (for exam-
ple, Optimoist) provide temporary relief for many clients and contain fluoride
to promote remineralization. Unfortunately, many clients keep sugar-contain-
ing hard candy or gum in their mouths to increase saliva and provide a fresh
taste to their breath. The use of sugar mints or candy only increases the risk for
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decay by providing more nutrients for oral bacteria, which can then produce
additional acid for demineralization.

Bad breath, or halitosis, affects most adults and many children during their
lifetimes. Halitosis can occur occasionally, regularly, or chronically and at specific
times of the day or month. Breath freshness is a major cause of concern for most
adolescents and adults, especially in social situations. Oral malodor can be caused
by certain medications; dry mouth; respiratory infections; and certain foods, such
as garlic, onions, or spicy foods. At times certain diseases, such as tumors of the
upper respiratory and gastrointestinal track or liver or kidney failure, can cause
halitosis, which usually occurs late in the disease process, with rapid onset and
progressive intensity (Richter, 1996).

Volatile sulfur compounds have been suggested to be the cause of halitosis in
the absence of any of the previously mentioned factors. Volatile sulfur compounds
are formed from anaerobic bacterial activity on sulfur-containing amino acids de-
rived from degraded proteins present in the saliva. These compounds can be re-
moved by thorough oral hygiene, particularly tongue brushing and scraping, and
use of antimicrobial and oxidizing mouth rinses (Richter, 1996).

Health care professionals can recommend that clients decrease their inges-
tion of culprit foods, use salivary substitutes and other products to hydrate the
mouth, and complete thorough daily oral hygiene to prevent halitosis. Thorough
brushing of all mouth structures, including the cheeks and tongue—especially the
posterior portion—helps to remove any food particles and microorganisms that
may be causing the offending odor. All clients should receive a dental referral to
rule out existing dental disease or other infections.

It is often during the adult years that periodontal diseases are initiated and
progress in their destructive pattern (Harris & Garcia-Godoy, 2004). Although the
major etiologic factor for periodontal diseases is microbial plaque, many health
conditions present risk factors that complicate oral hygiene and exacerbate the in-
flammatory patterns of periodontal diseases (Tyler, Lozada Nur, & Glick, 2001).

Older Adults

The expanding population of older individuals has begun to provide oral health
care professionals with many challenges and opportunities. Although one in eight
Americans is currently older than sixty-five years, the most recent projections from
the U.S. Census Bureau predict significant increases by the year 2020 and beyond.
In 2020, one in six Americans, approximately fifty-three million individuals, will be
older than sixty-five, and by the year 2050, the overall population of older indi-
viduals will reach eighty million, or one of every five Americans. These demo-
graphic projections should be a message to all health care professionals to increase
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their knowledge and develop their skills to provide appropriate and sensitive care
to older adults (Darby & Walsh, 2003).

In addition to living longer, healthier lives, older individuals are keeping their
teeth longer, and they need specialized dental care to continue in optimal oral
health. As documented in progress reports on the oral health objectives set in
Healthy People 2010, complete tooth loss has continued to be limited to approxi-
mately one-third of older adults (USDHHS, 2000b). However, root caries and pe-
riodontal diseases are still proportionately higher in older individuals (Burt &
Eklund, 2005). Because this age cohort has not had long experience of the bene-
fits of modern dental care or preventive dentistry, health care professionals face
many challenges in persuading older adults to engage in frequent dental care and
activities that promote oral health.

Older individuals experience a significantly higher rate of root caries, primarily
seen in the exposed root areas, because of the loss of tissue and bone attachment
associated with periodontal diseases, which also increase with age. Root caries can
be prevented with thorough daily oral hygiene and the use of intensive, topical
home fluoride gels (Darby & Walsh, 2003). Root caries should be treated early be-
cause these lesions are more difficult to treat as they progressively enlarge. Dry
mouth associated with many medications increases the risk of root decay, so older
clients, many of whom take medication, must use salivary substitutes. They should
also receive dietary counseling, especially because many older clients may choose a
relatively soft diet, one that is high in fermentable carbohydrates (Harris & Garcia-
Godoy, 2004).

Health care professionals may recommend modifications in oral hygiene tech-
niques for older clients with disabilities (Darby & Walsh, 2003). For example, pow-
ered toothbrushes are often easier than manual ones for a client with arthritis and
can also prove easier for a caretaker who cleans the client’s mouth. If the older
client wears dentures, these should be cleaned thoroughly after eating; should al-
ways be soaked overnight, preferably in a commercially available cleansing solu-
tion; and should never be left in the mouth overnight. Older individuals should
clean their mouth tissues with a soft toothbrush or washcloth and complete an
oral-facial self-examination at least once a month to locate any suspicious lesions
or sores (Harris & Garcia-Godoy, 2004).

Unfortunately, candidiasis is often a problem for clients when dentures are
improperly cleaned or left in the mouth overnight, and it often manifests as a
client’s complaint of a denture sore. Denture sores should receive careful evaluation
from an oral health care professional, who can determine whether the denture
has been fractured or is ill fitting or whether a candida infection is present. Treat-
ment with antifungal medications should also be applied to the denture to remove
any residual sources of infection. In addition, the perception of a dry mouth will
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also affect the comfort of denture wear, so clients taking medications that produce
dry mouth should be cautioned to sip water frequently and use a salivary substitute
to reduce any denture discomfort (Siegel et al., 2001).

Women’s Oral Health Issues

Women have special oral health needs and considerations that men do not have.
Women often report aesthetic concerns, and motivational strategies are often ef-
fective when framed as supporting the transition to the client’s idealized oral
image. Also, hormonal fluctuations have a surprisingly strong influence on the
oral cavity. Puberty, menses, pregnancy, and menopause all influence women’s
oral health and the way in which oral health care is provided (American Dental
Association, 1995).

Puberty. During puberty the increased level of sex hormones, such as proges-
terone and possibly estrogen, in a young woman’s maturing system causes in-
creased blood circulation to the gingiva, which leads to a greater sensitivity and
susceptibility for gingivitis. Localized enlargement of the gingival tissue is most
commonly seen in young women, most often a result of the interaction of local
irritants (microbial plaque and tartar) with fluctuating hormone levels. Health care
professionals should alert girls and their parents to these phenomena and en-
courage self-examination of gingival tissues. Proper treatment involves both care-
ful and thorough oral hygiene and professional scaling and root planing to remove
all microbial biofilm. Continued attention to thorough brushing and flossing is
necessary, or the swelling will return (American Dental Association, 1995).

Menses. Gingivitis is also prevalent during menstruation because of the combi-
nation of increased levels of progesterone with microbial plaque. Menstruation
gingivitis usually occurs right before a woman’s period and clears up once menses
has started. As always, good home oral hygiene care, including brushing and floss-
ing, is important to maintain oral health, especially during hormonal fluctuations.
In addition, more frequent dental visits for cleanings may be indicated, and an
antimicrobial mouth rinse may need to be prescribed for more thorough plaque
removal. Occasionally during menses some women may experience aphthous ul-
cers in the mouth or herpetic lesions on the lips. They may appear three or four
days before menses begins and heal after menstruation. Palliative treatment, such
as topical anesthetic agents or systemic analgesics, may be necessary for the dis-
comfort associated with aphthous ulceration and herpetic lesions. Topical corti-
costeroids may also be indicated for severe aphthous ulcers (American Dental
Association, 1995).
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Pregnancy. Recent studies have implicated a variety of infections, including peri-
odontal disease, as a risk factor for adverse pregnancy outcomes such as prematu-
rity and low birth weight (Offenbacher, 2004; Jeffcoat et al., 2001). Although there
appears to be an association between periodontal disease and preterm low birth
weight, it is not yet clear that periodontal disease plays a causal role in adverse preg-
nancy outcomes (Scannapieco, Bush, & Paju, 2003). Preliminary evidence to date
suggests that periodontal intervention may reduce adverse pregnancy outcomes
( Jeffcoat et al., 2003). Additional large-scale, longitudinal epidemiologic and in-
terventional studies are ongoing to investigate further the association and deter-
mine whether it is causal. In light of these early and intriguing studies, health care
providers should emphasize the importance of oral health to general health and
recommend dental evaluation early in pregnancy (Offenbacher, 2004).

During pregnancy many women experience increased gingivitis, beginning
in the second or third month, increasing in severity through the eighth month,
and beginning to decrease in the ninth month. This condition, called pregnancy gin-

givitis, is marked by an increased amount of swelling, bleeding, and redness in the
gum tissue in response to a very small amount of plaque or calculus and is caused
by an increased level of progesterone that occurs during pregnancy (Laine, 2002).
If the gingival tissues are in a state of good health before pregnancy occurs, a
woman is less likely to have any gum problems during her pregnancy. Pregnancy
gingivitis usually affects areas of previous inflammation—not healthy gum tissue.
If a woman experiences some swelling and bleeding of the gums before preg-
nancy, she might be at increased risk for pregnancy gingivitis. Just like any other
type of gingivitis, if left untreated, pregnancy gingivitis can have damaging effects
on the gums and bone surrounding the teeth, resulting in tissue (bone and gum)
loss. Occasionally, the inflamed gum tissue will form an enlarged growth, called
a pregnancy granuloma or epulis, as an extreme inflammatory response to any local
irritation. These areas of enlargement vary in size and usually appear by the third
month of pregnancy but may occur at any time during the pregnancy. A preg-
nancy epulis is usually painless; however, it can become painful if it interferes with
chewing or becomes further inflamed by local irritants.

Health care professionals should encourage their pregnant clients to seek pro-
fessional dental care when signs of either pregnancy gingivitis or epulis occur.
Dental care usually involves conservative periodontal therapy and oral hygiene
instructions, with further treatment or removal generally delayed until after de-
livery. Pregnancy gingivitis and pregnancy epulis usually diminish after pregnancy,
but they may not go away completely. Because of this, it is of utmost importance
that after the completion of the pregnancy, a dental examination be performed
to assess periodontal health. Any treatment that might be needed can be deter-
mined at this time (Darby & Walsh, 2003).
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Any woman contemplating pregnancy should see her dentist to make sure
her mouth is in an optimal state of health and that any source of infection is elim-
inated before pregnancy. During pregnancy it is important that she seeks more
frequent professional cleanings for the removal of irritants, and maintains a dili-
gent daily home oral care routine, including brushing and flossing. If tender,
swollen, and bleeding gums, or any other dental problems, occur at any time dur-
ing the pregnancy, a dentist must be contacted immediately. The pregnant client
can be treated safely as long as the dentist is aware that the client is pregnant so
that modifications can be made in the proposed treatment if necessary. It may be
necessary for the dentist to communicate with the health care practitioner prior
to treating the pregnant patient in certain situations (American Dental Associa-
tion, 1995).

Oral Contraceptives. Women taking oral contraceptives may be susceptible to
the same oral health conditions that affect pregnant women, as a result of the doc-
umented effects of progesterone on the gingival tissues. Treatment of gum in-
flammation exaggerated by oral contraceptives should include establishing an
excellent oral hygiene home care program and ongoing dental examinations and
cleanings to eliminate all predisposing factors. More definitive periodontal ther-
apy may also be indicated. Antimicrobial mouth rinses may also be prescribed as
part of the home care regimen (Darby & Walsh, 2003).

Menopause. For the most part menopause does not directly cause any oral prob-
lems. Estrogen supplements have little effect on oral health status; however, prog-
esterone supplements may increase the gingival response to local irritants, causing
redness, bleeding, and swelling of the tissues. On rare occasions a woman may
experience a condition called menopausal gingivostomatitis. This condition is
marked by gingival tissues that are dry and shiny, bleed easily, and range in color
from abnormally pale to deep red (American Dental Association, 1995).

Additional oral symptoms that women may experience during menopause
include a dry or burning sensation in the mouth and abnormal taste sensations,
especially salty, peppery, or sour tastes. In some women, oral symptoms and com-
plaints respond favorably to estrogen supplement therapy. Professional scaling and
root planing in combination with thorough daily oral hygiene care can relieve
symptoms by controlling the inflammatory response and any enlargement of the
gingival tissues. In addition, there is some empirical evidence to show that nutri-
tional supplements in the form of vitamin B complexes and vitamin C are some-
what successful. Saliva substitutes and use of sugarless candy and mints may also
be prescribed to reduce mouth dryness (Tyler et al., 2001).
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Oral Care

Numerous clinical trials have shown that effective oral self-care can control plaque
and gingivitis in most individuals (Burt & Eklund, 2005; Harris & Garcia-Godoy,
2004). Other studies have shown, however, that proper client teaching and rein-
forcement of oral hygiene care is critical to ensure adherence to recommended oral
hygiene practices (Darby & Walsh, 2003). Health care professionals can initiate ac-
tivities that promote oral health by encouraging clients to visualize clean and healthy
teeth, fresh breath, and the ideal appearance of their smile. Health care professionals
should encourage frequent visits to a dental office for oral prophylaxis, oral hygiene
instructions, and examinations. Health care professionals can recommend one or
more of the oral hygiene techniques described in the following sections as ways to
optimize the client’s current oral health supportive techniques.

Brushing

Soft toothbrushes are recommended because they help avoid damage to gum tis-
sue and enamel. Powered toothbrushes, clinically proven superior to manual tooth-
brushes, provide additional assistance to clients with physical or other disabilities
that limit the effectiveness of their brushing technique (Haffajee et al., 2001). If
the cost of a powered brush is a deterring factor, a variety of hand grips can be
improvised to help the client brush; these include a rubber ball with the tooth-
brush inserted in the center, a large wad of tin foil wrapped around the handle of
the toothbrush, or a rubber bicycle grip with the toothbrush inserted into the end.

Although oral health care professionals recommend at least a three-minute
period for thorough toothbrushing, most individuals brush for thirty seconds or
less—an inadequate amount of time to ensure thorough cleansing. Reminders,
such as using an egg timer or brushing for the length of one radio song, can en-
courage clients, especially children, to spend more time brushing. The following
two brushing techniques are most commonly recommended and are often com-
bined to most thoroughly clean the mouth:

Rolling stroke brushing method. Place the bristles of the brush at a 45-degree angle to
the gum line. Sweep the brush away from the gum toward the chewing surface of
the tooth. Continue throughout the mouth, covering each tooth. Brush the chewing
surfaces of the teeth next by holding the brush flat on the chewing surface and gen-
tly scrubbing. With paste still on the brush, gently sweep the brush with several strokes
along the tongue from the back of the throat to the front. After brushing the tongue,
gently sweep the brush along the inside of the cheeks (Harris & Garcia-Godoy, 2004).
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Bass (sulcular) brushing method. Place the thoroughly rinsed brush at a 45-degree
angle to the gum line. Direct the bristles of the brush under the margin of the
gum so that a slight pressure is felt. Vibrate the brush and slightly rotate in small
circles under the gum line to clean the sulcular space between the gum and the
tooth. As each area is cleaned, withdraw the brush from under the gum and repo-
sition the brush to the next tooth under the gum (Harris & Garcia-Godoy, 2004).

In young children or older adults with dexterity problems, a circular or scrub
brushing technique is considered an acceptable alternative to these two traditional
brushing techniques. However, older adults should be cautioned to use a gentle
stroke and an extra soft toothbrush to avoid excessive abrasion, especially around
exposed root surfaces (Harris & Garcia-Godoy, 2004).

Interproximal Cleansing

The anatomy of the teeth makes it very difficult for toothbrushing alone to be suf-
ficient for cleansing the entire tooth surface. Additional products, such as dental
floss, small tapered brushes, and wooden picks, are necessary to maneuver be-
tween the teeth to disrupt the bacterial plaque. Although there are a number of
acceptable techniques for using dental floss, the following procedures are most
commonly recommended:

Pull about eighteen inches of floss from the dispenser and wrap the ends around
the middle fingers; hold the floss firmly, using the fingers to gently guide the floss
between two teeth; curve the floss snugly around the sides of one tooth, and gently
slide the floss under the gum until a slight pressure is felt; keeping the floss adapted
around the tooth, scrape the floss several times on the tooth surface to remove the
bacterial plaque; after cleansing that tooth, slide the floss up to the tight contact area
and adapt the floss to the sides of the other tooth; repeat the flossing procedure on
each tooth, upper and lower, using a clean segment of the floss on each area (Harris
& Garcia-Godoy, 2004).

Antimicrobial Rinses and Toothpastes

Many clients will report using mouth rinses for fresh breath and clean teeth. Al-
though most over-the-counter mouth rinses provide a temporary fresh taste, only
two products (essential oils and 0.12 percent chlorhexidine gluconate) are accepted
for the control of gingivitis; neither of these products has been shown to reduce
periodontitis.

The essential oil rinse (sold as Listerine and as generic equivalents) has a po-
tent antimicrobial effect and has been shown to reduce plaque, gingivitis, and
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bleeding (Bauroth et al., 2003). However, ethyl alcohol is used to increase the sol-
ubility of the essential oils (eucalyptus oils, oil of wintergreen) in the mouth rinse.
The concentration of alcohol may be as much as 21 to 28 percent, which could
create problems for clients taking certain medications or clients recovering from
alcohol abuse (Harris & Garcia-Godoy, 2004).

The 0.12 percent chlorhexidine gluconate mouth rinse is the most effective
antiplaque and antigingivitis mouth rinse currently available. A 0.12 percent
chlorhexidine gluconate mouth rinse has been used in many randomized, con-
trolled studies since the mid-1960s, and there is strong evidence to support its use
to prevent gingivitis (Harris & Garcia-Godoy, 2004). However, because clients
commonly report uncomfortable side effects, such as alterations in taste percep-
tion, unpleasant taste, tooth staining, and tartar formation, this rinse is recom-
mended for a limited time period for a targeted use, such as managing acute
gingivitis, controlling periodontal involvement in immunocompromised clients,
and promoting healing after periodontal treatment. Most oral health care profes-
sionals recommend that 0.12 percent chlorhexidine gluconate be prescribed in a
limited, conservative manner, rather than for routine use for either symptom re-
lief or simplified oral hygiene, because of its ability to mask existing periodontal
conditions (Harris & Garcia-Godoy, 2004).

One antimicrobial agent, triclosan, has been shown to control plaque biofilm,
gingivitis, and bleeding when formulated in a toothpaste with a stabilizing copoly-
mer (Harris & Garcia-Godoy, 2004). An antimicrobial toothpaste is often easier
for client compliance, especially for those clients who cannot tolerate a mouth
rinse with alcohol due to discomfort or recovery from alcohol abuse.

Professional Care

Professional dental care is necessary to control subgingival bacteria, remove cal-
cified deposits, and reinforce personal oral hygiene techniques. Neither supragin-
gival plaque control alone nor professional care alone will effectively limit the
progression of periodontitis or maintain periodontal health, but the combination
of the two is effective for the majority of clients (Darby & Walsh, 2003). The ap-
propriate frequency for professional therapy depends on the client’s medical his-
tory, medical status, age, and risk factors and the state of his or her dentition. Most
oral health care professionals recommend that periodontal and high-risk clients
be evaluated every three months and nonperiodontally involved clients every six
months to one year.

Health care professionals need to be aware of clients who are at high risk for
periodontal diseases. High-risk clients include immunocompromised individuals; di-
abetic patients; longtime users of antiepileptic drugs; pregnant women; alcoholics;
tobacco users; individuals receiving radiation therapy; and individuals with certain
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blood dyscrasias, Down syndrome, or Sjögren’s syndrome (Tyler et al., 2001).
Health care professionals counseling these individuals should promote effective 
oral health interventions to reduce their risks. (Table 8.2, shown earlier in this chap-
ter, provides a summary of some health risk factors that affect oral health care.)

Summary

Oral health is essential to ensure optimal general health. The oral health educa-
tional information and activities presented in this chapter allow the health care
professional to explore different methods of encouraging the client to identify and
incorporate oral health promotion and disease prevention and dental care as an
integral part of his or her health behaviors. All of us, professionals and clients,
need continuous reinforcement to meet the challenges of staying healthy and to
integrate oral health care to reach an optimal level of wellness. (See Exhibit 8.2
on page 286 for a list of additional helpful resources.)
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EXHIBIT 8.2. HELPFUL RESOURCES.

Associations
American Dental Hygienists’ Association
444 N. Michigan Ave.
Chicago, IL 60611
Phone: (800) 243-ADHA
Web site: http://www.adha.org

American Dental Association
Order Department, Ste. 1430
211 E. Chicago Ave.
Chicago, IL 60611
Phone: (800) 621-8099
Web site: http://www.ada.org

American Academy of Periodontology
211 E. Chicago Ave., Ste. 800
Chicago, IL 60611
Phone: (312) 787-5518
Web site: http://www.perio.org

American Society of Dentistry for Children
211 E. Chicago Avenue
Chicago, IL 60611
Phone: (800) 637-ASDC
Web site: http://www.asdc.org

Companies
Sunstar Butler
Phone: (800) JBUTLER
Web site: http://www.jbutler.com

Colgate-Palmolive Company
Colgate Oral Pharmaceuticals
One Canton Way
Canton, MA
Phone: (800) 2-COLGATE
Web site: http://www.colgatebsbf.com

Health Edco, Inc.
P.O. Box 21270
Waco, TX 76702
Phone: (800) 299-3366
Web site: http//www.healthedco.com

Oral B
600 Clipper Dr.
Belmont, CA 94002
Phone: (800) 446-7252
Web site: http://www.oralb.com

Procter & Gamble
One Procter & Gamble Plaza
Cincinnati, OH 45202
Phone: (800) 543-2577
Web site: http://www.dentalcare.com

Practicon
102 Station Court, Ste. D
Greenville, NC 27934
Phone: (800) 334-0956
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Cigarette smoking is the most important single preventable cause of death 
in human society. Despite decades of research and major treatment ad-

vances, the U.S. adult rate of tobacco use has decreased only modestly, from 22.8
percent in 2001 to 22.1 percent in 2003 (Centers for Disease Control and Pre-
vention [CDC], 2004a, 2004f). Today, about forty-six million Americans, or close
to one-quarter of the U.S. population, are smokers (CDC, 2004a, 2004f). Given
these facts, the national objective set by Healthy People 2010 of reducing the
population prevalence of smoking to less than 12 percent by 2010 will not be
attained.

According to the World Health Organization and the World Bank, tobacco
kills eight people every minute or more than four million people per year. If cur-
rent trends continue, the global tobacco death toll will grow to ten million annu-
ally by the year 2030, with about one-half of these deaths in people aged
thirty-five to sixty-nine years. By 2030, people from developing countries will ac-
count for 70 percent of all tobacco deaths (World Bank Group, 2001; American
Society of Clinical Oncology, 2003). Tobacco use among youths is an expanding
public health problem globally (Yang et al., 2004).

The nicotine contained in tobacco is highly addictive, making it very difficult
for people to quit smoking. Of the fifty million Americans who smoke, thirty-five
million would like to quit, and twenty million try each year. Only one million
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smokers annually are successful in their attempts to quit. Research on new cessa-
tion approaches is critical if this success rate is to be improved (American Society
of Clinical Oncology, 2003).

It is to be hoped that recent advancements in research and policy—such as
the spread of municipal bans on smoking in public places, the use of tobacco quit
lines, the release of the surgeon general’s report The Health Consequences of Smoking

(U.S. Department of Health and Human Services [USDHHS], 2004), and the
national action plans for nicotine addiction treatment (Fiore et al., 2004)—will trans-
late into substantial reductions in the prevalence of smoking in the coming years.

Epidemiology of Smoking

As research and public policy move forward, initiatives should be guided by data
on the epidemiology of tobacco use.

Gender

More men smoke than women (25.2 percent versus 20 percent). At the same time,
the rate of tobacco use among men has decreased by 50 percent since 1960, and
the rate among women has decreased by only 25 percent (Giovino, 2002), a trend
largely attributed to aggressive tobacco industry marketing aimed at women in the
past several decades and the use of tobacco by women for weight control. As ex-
pected, then, lung cancer morbidity and mortality rates among women have been
increasing relative to the rates among men (Patel, Bach, & Kris, 2004). Even when
controlling for smoking history and other key risk factors, women appear more sus-
ceptible than men to developing lung cancer, perhaps because of unique molecu-
lar changes that occur more frequently in women, such as P53 mutations, or
because of estrogen signaling in tumorigenesis (Patel et al., 2004). The risks for
women from tobacco use are also elevated because certain cancers linked to smok-
ing are exclusive to women, such as cervical cancer (Boyle, Leon, Maisonneuve, &
Autier, 2003) and because women who smoke are at risk of experiencing adverse
effects during pregnancy if they continue to smoke while pregnant (Oncken &
Kranzler, 2003). Concerning the latter issue, although overall tobacco use among
pregnant women has decreased over the past decade, such gains have not been dra-
matic among younger pregnant women. Whereas tobacco use fell from 18.4 per-
cent to 11.4 percent among pregnant women of all ages from 1990 to 2002, the
rates among pregnant women aged fifteen to nineteen fell from 20.3 percent to
17.1 percent (CDC, 2004e).
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Age

The prevalence of tobacco use is highest among younger adults, with a linear de-
crease in the proportion of tobacco use as age increases. For instance, although
28.5 percent of adults aged eighteen to twenty-four are smokers, this rate drops
to 22.7 percent for adults aged forty-five to sixty-four and to 9.3 percent for adults
aged sixty-five and over (CDC, 2004a). The latest Youth Risk Behavior Survey
(YRBS) (CDC, 2004g) results indicate that the prevalence of current cigarette use
among high school students has decreased from 27.5 percent in 1991 to 21.9 per-
cent in 2003. (The Youth Risk Behavior Surveillance System conducts a national,
anonymous school-based survey of all students in grades nine to twelve in every
odd-numbered year to examine the major risk factors that threaten the health and
safety of young people.) Data from middle school students indicates that recently
the decrease in tobacco use has slowed, however, and is not matching the bene-
fits seen for high school students. The National Youth Tobacco Survey indicated
that smoking among middle school students decreased from 11 percent in 2000
to 10.1 percent in 2002, a nonsignificant change (CDC, 2003). Male and white
middle school and high school students remain high-risk groups for tobacco use
(CDC, 2003). Further, tobacco may serve as a “gateway drug” to other licit (e.g.,
alcohol) or illicit substances (e.g., marijuana) (Kandel & Davies, 1996; see Chap-
ter Ten). Finally, with slightly over 9 percent of U.S. adults over age sixty-five as
current smokers, the overall aging of the U.S. population, the increased risk with
age for tobacco-related illnesses, and the specific barriers to cessation exhibited
by this population (for example, level of addiction, feelings of invulnerability to
the adverse health impact of smoking), older smokers should not be neglected for
targeted cessation treatments (Appel & Aldrich, 2003).

Education and Income Levels

The rate of tobacco use is inversely related to levels of education and income.
Current smoking prevalence among adults with a GED is 42.5 percent, versus
12.1 percent for those with a BA degree and 7.2 percent for those with a gradu-
ate degree (CDC, 2004a). Since 1983, smoking prevalence has been higher among
both men and women with lower levels of education (CDC, 2004a). Interestingly,
the current rates of tobacco use among women with either a BA or a graduate
degree and among men with a graduate degree are lower than the 12 percent goal
set by Healthy People 2010 (CDC, 2004a). It is important to note that the decrease
in tobacco use between 1983 and 2002 has been 9 to 10 percent for those with a
BA or a graduate degree, whereas it has been only 5 to 6.6 percent for those with

Smoking Cessation 289

Gorin.c09  2/14/06  9:14 AM  Page 289



a high school diploma or less (CDC, 2004a). This means the actual difference in
tobacco use rates between college graduates and those with less than a high school
education has actually widened since 1983 (CDC, 2004a). Likewise, whereas one-
third of U.S. adults who live below the poverty line are current smokers, 22.2 per-
cent of those who live at or above the poverty line are current smokers (CDC,
2004a). Like the difference in prevalence rates across education groups, the dif-
ference in the rates of smoking of those below the poverty line and those at or
above the poverty line has actually increased from 1983 to 2002, from 8.7 percent
to 10.7 percent (CDC, 2004a). Thus, overall, the socioeconomic status of U.S.
adults is a strong correlate of tobacco use and the gap in smoking prevalence rates
across education and income levels has widened in the past two decades.

Race and Ethnicity

There is substantial variability across racial and ethnic groups in terms of the
prevalence of tobacco use. The rates of tobacco use are highest among Ameri-
can Indians and Alaska Natives (40 percent); Caucasians and African Americans
rank second and third at 23 percent and 22 percent, respectively (CDC, 2004f ).
A close look at the trend in tobacco use prevalence rates across ethnic groups over
the past decade underscores the need for targeted tobacco cessation programs for
African Americans in particular. Comparisons among the prevalence rates of to-
bacco use among high school students across different ethnic and racial groups
from 1991 to 2003 show that, although the rates for Caucasians and Hispanics
have decreased substantially (30.9 percent to 24.9 percent for Caucasians and 25.3
percent to 18.4 percent for Hispanics), the rate for African Americans has actu-
ally increased, from 12.6 percent to 15.1 percent (CDC, 2004b). African American
men, in particular, are likely to show a substantial increase in the prevalence of
tobacco use in the coming years, because trend data indicate that although the
rate of tobacco use among Caucasian and Hispanic male adolescents has signif-
icantly decreased from 1991 to 2003, the rate of tobacco use among African
American male adolescents has increased over this period, from 14.1 percent to
19.3 percent (CDC, 2004b).

Additional Vulnerable Populations

Two additional populations are worthy of specific mention, considering their high
rates of tobacco use or unique susceptibility to the adverse health consequences
of smoking. First, about one-third of cancer patients who were smokers before
their diagnoses continue to smoke during treatment, and many who do quit re-
turn to smoking posttreatment (Browning & Wewers, 2003; McBride & Ostroff,
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2003; Schnoll & Lerman, 2003). Continued patient smoking reduces survival du-
ration; heightens risk of disease recurrence and a second primary tumor; reduces
treatment efficacy; and causes pulmonary embolisms, venous thrombosis, and
mucositis (Schnoll & Lerman, 2003). Therefore the development and assessment
of smoking cessation treatments in the oncologic setting is an important priority.
In addition, there is well-documented evidence that an exceedingly high rate of to-
bacco use exists among those with psychiatric disorders (Lasser et al., 2000). For
instance, the results of a national epidemiologic study showed that the rates of nico-
tine addiction for those with an alcohol disorder were 34.5 percent, a drug disor-
der 52.4 percent, a mood disorder 29.2 percent, an anxiety disorder 25.3 percent,
and a personality disorder 27.3 percent (Grant, Hasin, Chou, Stinson, & Dawson,
2004). Rates of nicotine dependence were particularly high among those with
major depression (30 percent), manic disorder (35.3 percent), panic disorder with
agoraphobia (39.8 percent), and dependent (44 percent) or antisocial (42.7 percent)
personality disorder (Grant et al., 2004). Further, additional studies have reported
extremely high rates of tobacco use among schizophrenic patients, ranging from
65 to 76 percent of samples (de Leon, Tracy, McCann, McGrory, & Diaz, 2002;
McCreadie, 2002; Patkar et al., 2002). The paucity of treatment trials with these
vulnerable populations indicates the need for future research to develop specific in-
terventions tailored to the particular needs of these groups of smokers.

Other Forms of Tobacco

No form of tobacco is safe. It is therefore important that patients not transfer from
smoking cigarettes to the use of other tobacco products. Public education cam-
paigns should also focus on the specific health care dangers inherent in nonciga-
rette tobacco products, particularly in cultures where their use is more accepted
(American Society of Clinical Oncology, 2003).

Smokeless Tobacco. Chewing tobacco, loose leaf, and snuff tobacco pose in-
creased risks of oral cancers, gum disease, and dental problems, particularly for
those who keep the tobacco in their mouths for long periods of time (USDHHS,
1986). The widespread use of variations of these products (for example, pan,
which is a mixture of tobacco and other substances wrapped in a vegetable leaf )
in Southeast Asia and India make oral cancer the most common type of cancer
in these areas. The amount of nicotine absorbed from these products is two to
three times greater than that delivered by a cigarette (USDHHS, 1986, 1998a).
Because smokeless tobacco use is common among athletes and many young peo-
ple emulate sports figures, these products are of particular concern (American So-
ciety of Clinical Oncology, 2003).
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Cigars are associated with lung, oral, laryngeal, esophageal, and pancreatic
cancers. For those who inhale or smoke several cigars a day, there is also increased
risk of coronary heart and chronic obstructive lung diseases (Iribarren, Tekawa,
Sidney, & Friedman, 1999; USDHHS, 1986, 1998a; CDC, 1997). Because cigars
have more tobacco per unit, they generally take longer to smoke and generate
more smoke and carbon monoxide. The NCI has concluded that “cigar smoke is
as, or more, toxic and carcinogenic than cigarette smoke” (USDHHS, 1998a,
p. 3). Of particular note is that cigars are not under the same federal oversight
and control as other tobacco products (USDHHS, Office of Inspector General,
1999). Studies have demonstrated that cigar use in the United States increased
during the 1990s among adults and teens (CDC, 1997). Pipe smoking is associ-
ated with oral, laryngeal, esophageal, and lung cancers, as well as chronic ob-
structive pulmonary disease (Nelson, Davis, Chrismon, & Giovino, 1996).

Exposure to Environmental Tobacco Smoke

The causal links between exposure to environmental tobacco smoke (ETS) and seri-
ous illnesses and diseases such as cancer (Sasco, Secretan, & Straif, 2004), heart dis-
ease (Leone, Giannini, Bellotto, & Balbarini, 2004), and asthma and acute and lower
and upper respiratory illnesses (such as bronchitis and pneumonia) (U.S. Environ-
mental Protection Agency, 1997) are well documented. Particularly vulnerable to
these health consequences of ETS are children and adolescents and employees at
worksites without bans on public smoking (for example, blue-collar and service work-
ers). About 50 percent of all U.S. children may be exposed to ETS (Gehrman & Hov-
ell, 2003), and many industries, such as restaurants, bars, and casinos, still permit
smoking. Serum cotinine can be detected among children exposed to parental smok-
ing (Klerman, 2004), and tobacco-specific lung carcinogens (for example, NNK,
NNAL) are detectable among casino patrons (Anderson et al., 2003).

The Tobacco Industry and Tobacco Control

The tobacco industry, through its enormous economic power, influences the pro-
motion and sale of cigarettes worldwide. Although the major tobacco companies
have diversified and also produce food items, soft drinks, beer, and other com-
modities, cigarettes are among their most profitable products. Tobacco compa-
nies are the largest national advertisers in print media. Seeking to sell tobacco with
the least hindrance, they have had considerable influence on state legislatures
across the United States, using lobbying, the media, public relations, front groups,
industry allies, and contributions to legislators (Givel & Glantz, 2001).
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Cigarettes are produced, promoted, and sold everywhere in the world. Al-
though cigarette consumption is highest in developed countries, it is beginning to
decline. As a result, tobacco companies are aggressively promoting their products
in developing countries and in selected developed countries, such as Japan (with
a 2002 volume of seventy-eight billion cigarettes, or 61 percent of the total U.S.
cigarette exports). The results of tobacco promotion have been disastrous, with
82 percent or 950 million of the world’s smokers living in developing countries
(American Society of Clinical Oncology, 2003).

Smoking in the Movies. The tobacco industry has a unique influence on smoking
through the movies. About 85 percent of all movies that appear on U.S. screens
show a smoker, smoking, or cigarettes; many of these films are rated as accept-
able for children (Stanton Glantz, personal communication, March 15, 2005), de-
spite the tobacco industry’s voluntary restrictions on such practices. Movies have
considerable power to promote the social acceptability and desirability of tobacco
use, notably among youths (Makemson & Glantz, 2002). Because of the top role
of movies in the entertainment industry, reducing smoking in films would influ-
ence television and other media, enhancing tobacco control among youth.

Federal and State Government Involvement. With the recent passage of the Fair
and Equitable Tobacco Reform Act (FETRA) on October 22, 2004 (7 U.S.C.
518), tobacco is no longer grown under a federal price support and production
control program that was initiated during the Great Depression. In that former
program, farmers agreed to limit production in return for a guaranteed buyer and
a minimum price. The price of tobacco was therefore kept at an artificially high
level. Of late, as imported tobacco has supplanted domestic product for use by
U.S. cigarette manufacturers, many tobacco farmers, especially small ones, have
fallen on hard times, and domestic tobacco production is on the wane (Schroeder,
2004).

The federal government, all fifty states, the District of Columbia, and several
hundred local governments tax cigarettes. Taxes increase prices, and increased
prices, in turn, reduce purchases of cigarettes. Increases in the price of cigarettes
may significantly affect children’s likelihood to smoke (Chaloupka, 1999). Some
research suggests that for every 10-cent price increase, 4 percent fewer persons
will purchase cigarettes (Warner, 1981). A subcommittee of the USDHHS Inter-
agency Committee on Smoking and Health released a report in February 2003
recommending a $2 increase in the federal excise tax on cigarettes and other
tobacco products. To reduce the possibility of substituting one tobacco product
for another, these taxes should be applied equally to all tobacco products by fed-
eral, state, and local governments.
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Transnational Approaches

Worldwide, the World Health Organization (WHO) has encouraged tobacco con-
trol through the development of national programs, support of advocacy, and in-
formation dissemination (Chollat-Traquet, 1992). Importantly, member states of
the World Health Organization have recently produced the impressive Frame-
work Convention on Tobacco Control (WHO, 2004), which was adopted during
the 56th World Assembly, May 28, 2003, in Geneva, Switzerland. This important
international document is the first that contains a comprehensive ban on tobacco
advertising, promotion, and sponsorship (WHO, 2004). The United States, al-
though a signatory, has not yet ratified the document.

The television advertising ban in this document seems key to its effectiveness
for transnational cessation efforts. According to recently released internal tobacco
company documents, advertising (including sponsorships and promotions) plays a
pivotal role in opening new markets, notably by encouraging brand switching, at-
tracting younger smokers, and creating aspirational heroes who smoke (Lambert,
Sargent, Glantz, & Ling, 2004).

U.S. Policy Approaches to Tobacco Control

In the United States, policy approaches including the Master Settlement Agree-
ment, other legislation, and large, community-based antitobacco programs have
had considerable impact on smoking cessation. The Supreme Court has ruled
that the Federal Drug Administration (FDA) does not have the authority to regu-
late tobacco as an addictive drug, however, thus restricting national legislation to
limit cigarette sales to minors, in particular (FDA vs. Brown & Williamson Tobacco

Corp., 98-1152 [2000]).

The Master Settlement Agreement. The Master Settlement Agreement (MSA) is
a landmark agreement, signed November 23, 1998, between states’ attorneys gen-
eral; other representatives of forty-six states, Puerto Rico, the U.S. Virgin Islands,
American Samoa, the Northern Mariana Islands, Guam, and the District of
Columbia; and the five largest tobacco manufacturers at that time (Brown &
Williamson Tobacco Corporation, Lorillard Tobacco Company, Philip Morris In-
corporated, R. J. Reynolds Tobacco Company, and Liggett & Myers). It settles a
variety of claims against the tobacco companies for relief from the costs resulting
from consumers’ use of tobacco products. It establishes a $206 billion settlement
to be paid over the next twenty-five years to the states, including provisions for a
$250 million national foundation (The American Legacy Foundation) and a $1.45
billion public education fund for tobacco control.
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The provisions of the MSA prohibit advertising, marketing, and promotions
that target youths (including a ban on using cartoon characters in advertising), re-
strict brand-name sponsorship of events with significant youth audiences, ban out-
door tobacco advertising, ban youth access to free samples, and set the minimum
cigarette package size at twenty. The tobacco companies are required to make a
commitment to reducing youth access and consumption (by implementing
changes in their own corporate cultures), disbanding tobacco trade associations,
restricting industry lobbying, and opening industry records and research to the
public. The MSA provides for enforcement of these commitments by the court
and establishes a state enforcement fund ($50 million in a one-time payment) (Na-
tional Association of Attorneys General, 1998).

Despite the enormous promise of this settlement, with few exceptions states
have used the funds for nearly all budgetary needs except tobacco control (Amer-
ican Heart Association, 2002; Givel & Glantz, 2002, 2004; Gross, Soffer, Bach,
Rajkumar, & Forman, 2002). A report released by a number of public health or-
ganizations reveals that states have enacted spending cuts ($86.2 million, or 11
percent) in tobacco prevention and cessation programs in 2003, despite record-
high revenues from tobacco sources ($20.3 billion) (Campaign for Tobacco-Free
Kids, American Lung Association, American Cancer Society, American Heart
Association, & SmokeLess States National Tobacco Policy Initiative, 2003).

Youth Access Laws. Among the most widespread and popular approaches to re-
ducing tobacco use have been youth access laws, which make it illegal to sell ciga-
rettes to anyone under twenty-one years of age. By August 2001, all fifty states
and 1,139 local governments had passed youth access laws (American Nonsmok-
ers’ Rights Foundation, 2005). These programs have made it more difficult for
teens to purchase cigarettes. A recent study using the Youth Risk Behavior Sur-
vey found that, in addition to purchasing cigarettes from stores, students give oth-
ers money to buy cigarettes, borrow cigarettes from others, and sometimes steal
cigarettes or use vending machines. These findings suggest that the effectiveness
of youth access laws is undermined by these alternative sources of cigarettes
( Jones, Sharp, Husten, & Crossett, 2002; Ling, Landman, & Glantz, 2002; Ling
et al., 2002).

Comprehensive Bans on Public Smoking. Reducing or eliminating ETS expo-
sure requires the establishment of comprehensive bans on public smoking (Ficht-
enberg & Glantz, 2002). Bans may yield a 10 percent reduction in the prevalence
of smoking (Levy & Friend, 2003), and a recent study showed that the levels of
respirable suspended particles (RSPs), a marker for ETS exposure, can be reduced
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by 84 percent by a ban on smoking in indoor workplaces (CDC, 2004d). A re-
vealing study by Sargent, Shepard, and Glantz (2004) illustrated the health benefits
of public smoking bans. Rates of hospital admissions for myocardial infarction
(MI) in Helena, Montana, were tracked during a comprehensive ban on public
smoking and then again after the ban was lifted. The analyses showed that the
rates of MI admissions shifted significantly in Helena, from an average of forty
admissions per year in years when the ban was not in place to twenty-four per
year during the ban. There was no change in MI admission rates in areas outside
Helena, where such a ban was not enacted, illustrating that bans on indoor pub-
lic tobacco use can translate into measurable health benefits. Further, several stud-
ies have shown that the implementation of clean indoor air legislation does not
diminish revenues in restaurants and bars (CDC, 2004c) or in recreational venues,
such as bingo halls or other charity-run gaming facilities (Glantz & Wilson-Loots,
2003), despite what the tobacco industry and other detractors of public smoking
bans would have people believe (Barnoya & Glantz, 2003; Bialous & Glantz,
2002).

Because the primary source of ETS exposure among children is parental to-
bacco use, and because many workers in workplaces without bans are smokers,
formal smoking cessation interventions must also be provided to address ETS. In
a recent review of interventions to reduce child ETS exposure, Klerman (2004)
concluded that interventions directed to assist parents to quit smoking have been
effective, even when they involve interventions of minimal intensity. Eight of
twelve randomized controlled trials in this area have yielded significant reductions
in child ETS exposure (see Gehrman & Hovell, 2003).

Community-Based Approaches

Community-based programs use multiple channels to provide reinforcement, sup-
port, and norms for cessation (Secker-Walker, Gnich, Platt, & Lancaster, 2005).
The earliest of the community-based approaches in the United States was COM-
MIT (Community Intervention Trial for Smoking Cessation), which included pub-
lic education, work with health care professionals, worksite presentations, and the
provision of other cessation resources within eleven intervention communities
(compared with eleven controls) across North America (COMMIT Research
Group, 1995a, 1995b). COMMIT had a significant effect on quitting among light-
to-moderate smokers (fewer than twenty-five cigarettes per day); if that rate were
achieved nationally, it would translate into 1.2 million additional adults quitting.
The importance of the nicotine patch as an aid to quitting was also validated in
COMMIT, with patch users more than twice as likely to succeed in quitting than
those who did not use patches (Cummings, Hyland, Ockene, Hymowitz, &
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Manley, 1997). More addicted, heavy smokers, however, were not affected by the
COMMIT programs (COMMIT Research Group, 1995a, 1995b).

COMMIT formed the basis for ASSIST (American Stop-Smoking Inter-
vention Study), begun in 1991 to implement policy, media, and program services
through five channels: community environments, worksites, schools, health care
settings, and community groups. In 1999, after a one-year extension, the ASSIST
program was transferred from the National Cancer Institute (NCI) to the Office of
Smoking and Health within the Centers for Disease Control and Prevention and
merged with the IMPACT (Initiatives to Mobilize for the Prevention and Control
of Tobacco Use) program to become a new nationwide program, titled the Na-
tional Tobacco Control Program. The National Tobacco Control Program funded
all fifty states with about $1 million per state as a core public health service, rather
than using the research model of ASSIST. An interim analysis of the results, com-
paring seventeen ASSIST states with thirty-two others, revealed decreases in to-
bacco consumption (Manley et al., 1997).

Multilevel Approaches

Over time other policy initiatives, provided at multiple levels, such as smoke-free
workplaces and homes (Biglan & Glasgow, 1991; Wakefield et al., 2000), cigarette
taxes (Chaloupka & Wechsler, 1997; Grossman & Chaloupka, 1997; Wasserman,
Manning, Newhouse, & Winkler, 1991; USDHHS, 2000b), media campaigns (Bauer
& Johnson, 2000), and anti-secondhand-smoke messages (Glantz & Jamieson, 2000)
have developed strong evidence for the benefits of tobacco control.

California Tobacco Control Program. The largest of the recent multilevel tobacco con-
trol initiatives is the California Tobacco Control Program, begun in 1988 under
Proposition 99, which increased the tax on cigarettes by $0.25 per package and al-
located $0.05 of that amount for an antitobacco educational campaign. The pro-
gram combined the effects of the tax increase with an aggressive media campaign
that attacked the tobacco industry and stressed clean indoor air and also commu-
nity-based programs promoting clean indoor air and policies designed to foster a
smoke-free society (Glantz & Balbach, 2000; Goldman & Glantz, 1998; Bal, Kizer,
Felten, Mozar, & Niemeyer, 1990; Tobacco Control Section, 1998). Several well-
designed longitudinal evaluations of the impact of the California Tobacco Con-
trol Program have demonstrated that it accelerated a decline in the number of
cigarettes smoked and in the prevalence of smoking (Glantz, 1993; Pierce, Gilpin,
Emery, Farkas, et al., 1998; Pierce, Gilpin, Emery, White, et al., 1998; Lightwood
& Glantz, 1997; Siegel et al., 2000; National Cancer Policy Board, 2000). Similar
declines in the number of cigarettes smoked and in the prevalence of smoking
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have been found in other large, statewide programs in Florida (Bauer & John-
son, 2000), Massachusetts (CDC, 1996; Biener, Harris, & Hamilton, 2000), and
Oregon (CDC, 1999). In a striking set of recent findings, Fichtenberg and Glantz
(2000) compared per capita cigarette consumption and age-adjusted rates of death
from heart disease in California to those for the rest of the United States and found
an accelerated decline in the rates of mortality from heart disease with the
program-related declines in cigarette consumption. The incidence of lung cancer
fell significantly below that predicted; with a three-year lag the incidence of blad-
der cancer (associated with the tar in cigarettes) fell. There were no associations
of the program with the incidence of either prostate or brain cancer (Barnoya &
Glantz, 2004), as predicted. These consistent and highly influential findings
strongly suggest that advocacy for large, multilevel tobacco control programs,
directed at adults as well as children and youths, is critical to accelerating the cur-
rent declines in smoking prevalence.

Importance of Multilevel Approaches

Tobacco interventions are both clinically effective and cost effective relative to other
medical and disease prevention interventions. Cessation services have the poten-
tial to pay for themselves over the course of a decade through savings of direct and
indirect tobacco-related medical expenses (Campaign for Tobacco-Free Kids,
2002). Thus health care delivery systems (including insurers, administrators, and
purchasers) should institutionalize the consistent identification, documentation,
and treatment of every tobacco user seen in a health care setting. Tobacco coun-
seling and pharmacotherapeutic treatments that have demonstrated effectiveness
should be reimbursed; similarly, clinicians should be reimbursed for providing to-
bacco dependence treatment, just as they are reimbursed for treating other chronic
conditions (Fiore et al., 2000a). Generally, influencing social norms and other so-
cial processes at the organizational, community, or even societal level may be a
more effective approach than approaches directed at individuals and will certainly
reach more smokers (Lichtenstein & Glasgow, 1992; Biglan & Glasgow, 1991).

Smoking Initiation, Maintenance, and Relapse

Because nearly all smokers begin to use tobacco when they are under age eigh-
teen, age may be the most significant risk factor for tobacco use initiation. Un-
derstanding the factors related to initiation of tobacco use by adolescents can help
explain the etiology of nicotine addiction. A recent review outlines the multidi-
mensional framework for smoking initiation among adolescents, highlighting the
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following as risk factors: low socioeconomic status (SES), weight concern (among
girls), conduct disorder (among boys), tolerance for nicotine, attention deficits, de-
pression, peer influence, parental exposure, tobacco advertising, low cost for cig-
arettes, and genetic polymorphisms (Turner, Mermelstein, & Flay, 2004). Specific
factors play greater roles at specific times in the trajectory from experimentation
to regular use. Experimentation is more likely when the child is exposed to peer
encouragement, has poor parental monitoring or lack of parental disapproval for
tobacco use, is exposed to commercial advertising for tobacco use, and exhibits
curiosity about the consequences of tobacco use. In contrast, a high tolerance for
nicotine or genetic polymorphisms that lower endogenous dopamine concentra-
tions may play a greater role in determining progression from experimentation to
regular use (Lerman et al., 2003).

The extreme variability in people’s susceptibility to tobacco initiation suggests
that genetic factors may play a role in nicotine addiction. Although psychological
and social factors are critical, genetic polymorphisms, individually or in combi-
nation, may explain 50 percent of the variability in smoking initiation (Li, 2003;
Munafo, Clark, Johnstone, Murphy, & Walton, 2004). Several genetic pathways
have been proposed to explain the possible genetic influence on smoking behavior,
including genes responsible for metabolizing nicotine (for example, CYP2A6) and
for regulating physiological reward (such as dopaminergic and serotonergic genes)
(Munafo et al., 2004). Researchers have assessed polymorphisms on dopamine re-
ceptor genes DRD2, dopamine transporter gene (DAT VNTR), serotonin transporter

gene (5HTT LPR), and cytochrome P450 2A6 gene.
Understanding the genetic basis of nicotine addiction is a complex process,

which poses unique conceptual and methodological challenges (Schnoll & Lerman,
2003). This literature is dominated by case-control studies, has rarely considered
gene-gene or gene-environment (for example, personality or depression) interac-
tions, and has been limited by methodological shortcomings such as low statisti-
cal power and population stratification bias (owing to the examination of genetic
predispositions in population subgroups). As studies in this pioneering area of re-
search move forward, there is a growing promise that understanding the genetic
correlates of nicotine addiction can pave the way for innovative personalized
methods for preventing the development of nicotine addiction (Lerman, Patter-
son, & Berrettini, 2005; Swan, 1999).

Predicting Treatment Effectiveness

Perhaps the strongest predictors of responsiveness to treatments for nicotine ad-
diction are the level of pretreatment nicotine addiction and the level of tobacco
use. Smokers who exhibit lower pretreatment nicotine dependence are more likely
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to achieve cessation following treatment with nicotine replacement therapy (NRT)
(Lerman et al., 2004), behavioral smoking cessation counseling (Ferguson et al.,
2003), and bupropion (Harris et al., 2004; Swan et al., 2003). Likewise, smokers
who report greater levels of pretreatment tobacco use exhibit poorer response to
physician-based smoking cessation counseling (Vanasse, Niyonsenga, & Courteau,
2004) and to bupropion (Harris et al., 2004). Given these findings, an important
direction for current research is to examine the effectiveness of more intensive
cessation treatments, including the efficacy of combined NRTs, with smokers who
exhibit such smoking-related characteristics.

Pharmacogenetics

One of the most significant advancements in the field of nicotine addiction treat-
ment is the emergence of pharmacogenetic studies. These studies focus on the ex-
amination of inherited variability in genes that relate to responsiveness to nicotine
addiction treatment (Lerman et al., 2005). In the context of bupropion, Lerman
and colleagues have examined several possible genetic variants that may influence
response to treatment. In one study the CYP2B6 gene, which influences the rate of
nicotine metabolism, was shown to interact with gender and bupropion to affect
quit rates (Lerman et al., 2002). In particular, women who were slow metabolizers

showed higher quit rates when provided with bupropion than rapid metabolizers did.
In the context of NRT, Johnstone et al. (2004) examined the moderating ef-

fects of alleles on the DRD2 gene on responsiveness to treatment with the trans-
dermal patch. Although there was no long-term effect of the DRD2 A1 versus
A2 allele on quit rates, the presence of both the A1 allele of DRD2 and the
dopamine hydroxylase A allele, which enhance levels of dopamine, enhanced the
likelihood for cessation following patch treatment. These findings were main-
tained, among women only, up to twelve months after the quit date.

Lastly, in a recent study, Lerman et al. (2004) examined the role of the mu-
opioid receptor gene in modulating response to the transdermal patch and the
nicotine nasal spray. Smokers in this trial with the OPRM1 Asp40 variant of this
gene, which enhances binding affinity of beta-endorphin, were significantly more
likely than smokers without this genetic variant to quit smoking if given the trans-
dermal patch. Despite these interesting and encouraging results, pooled analyses
indicate that polymorphisms in the DRD2 and DAT VNTR genes are not asso-
ciated with the ability to quit smoking, but effects have been detected for poly-
morphisms in 5HTT LPR and in CYP2A6 genes (Munafo et al., 2004).
Undoubtedly, future studies in this area are needed, but the implications for the
tailoring of cessation treatments based on the smoker’s genetic profile are poten-
tially extremely useful for the enhancement of the efficacy of existing cessation
treatments.
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Relapse Prevention

Relapses are common in smoking treatment. An average of two to three relapses
is common among successful abstainers (Fisher, Haire-Joshu, Morgan, Rehberg,
& Rost, 1990; Fisher, Lichtenstein, Haire-Joshu, Morgan, & Rehberg, 1993).
Freestanding relapse-prevention interventions have been suggested to assist individuals
to remain smoke-free, even though the evidence is strongest for supporting initial
cessation attempts (Hajek, Stead, West, Jarvis, & Lancaster, 2005). A recent study
has suggested that a series of relapse-prevention booklets mailed to recent quitters
may significantly reduce smoking relapse (Brandon, Herzog, & Webb, 2003).

Smoking and Body Weight

The belief that cigarette smoking reduces body weight and that cessation pro-
duces a marked weight gain is an incentive for clients, particularly women, to both
continue to smoke and to relapse (Klesges, Meyers, Klesges, & La Vasque, 1989;
Gritz et al., 1992; Klesges & Klesges, 1988; Pirie, Murray, & Leupker, 1991). A
1990 U.S. surgeon general’s report stated that smoking cessation could be followed
by a mean weight gain of five pounds (two to three kilograms); smoking seems to
lower an individual’s body weight set point, and cessation raises the set point
(Perkins, 1993). More positively, however, even with weight gain, the pattern of
fat deposition (for example, waist-to-hip ratio) improves after cessation (Shimokata,
Muller, & Andres, 1989). Further, levels of high-density lipoproteins increase with
no change in total cholesterol of low-density lipoprotein levels after an individual
quits (Gerace, Hollis, Ockene, & Svendsen, 1991). Therefore cessation approaches,
particularly with women, involve strategies for healthy eating and physical activ-
ity while quitting.

Intervention Approaches for Smoking Cessation

Quitting smoking is not usually an event, it is a process. Many individuals must try
several times before they succeed. The influential Treating Tobacco Use and Dependence

(Fiore et al., 2000a) suggests that cessation requires repeated interventions and may
differ according to the client’s gender, age, pretreatment level of addiction, and
stage of quitting (see Exhibit 9.2, which offers an example of the 5 A’s approach).

Many smokers give up smoking on their own, but printed or electronic ma-
terials giving advice and information may help them and increase their numbers.
A recent systematic review of fifty-one rigorous studies found that compared to
standard materials or none at all, materials tailored to the individual smoker may
increase cessation (Lancaster & Stead, 2002).
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Three types of counseling and behavioral therapies have been found es-
pecially effective and should be used with all patients who are attempting to quit:
(1) provision of practical counseling (problem-solving or skills training), (2) provi-
sion of social support intratreatment (for example, from other smokers who are
trying to quit), and (3) assistance with extratreatment social support (for example,
from a spouse or other family members). Pharmacotherapies for smoking cessa-
tion are important to the quit effort. Except in the presence of contraindications,
they should be used with all patients who are attempting to quit. Five first-line
therapies have reliably increased long-term cessation rates: bupropion SR, nico-
tine gum, nicotine inhaler, nicotine nasal spray, and the nicotine patch. Two
second-line therapies, clonidine and nortriptyline, have been found efficacious
and should be implemented if the first-line therapies fail. Because smoking is both
an addiction and a learned, or habitual, behavior, behavioral approaches are de-
signed to disrupt long-established patterns associated with smoking.

There is a strong dose-response relationship between the intensity of tobacco
dependence counseling and its effectiveness. Treatments involving individual,
group, or proactive telephone counseling (for example, on smoking quit lines) are
effective, and their effectiveness increases with intensity (for example, minutes of
contact).

Primary Care Approaches

Visits with a health care provider offer an important opportunity for a teachable mo-

ment in which to discuss quitting smoking. Therefore all smokers who are willing
to stop should be offered a treatment at each visit. The basic components of ef-
fective, brief primary care interventions include the five A’s: (1) ask all patients
about their smoking status; (2) advise smokers, clearly, to stop smoking; (3) assess the
client’s willingness to quit; (4) assist the client’s efforts with self-help materials, a
quit date, and possibly nicotine gum or the transdermal patch, particularly with
smokers who are not yet ready to quit; and (5) arrange follow-up support (Exhibit
9.1). A sixth step has been added for children and adolescents: anticipate guiding
smoking cessation with each client (Glynn & Manley, 1991; Manley, Epp, Husten,
Glynn, & Shopland, 1991). For those smokers who are unwilling to quit, the five
R’s should be added at every visit: relevance, risk, rewards, roadblocks, and repetition (Ex-
hibit 9.2). For more intensive cessation efforts, health care providers should refer
the client to a local cessation therapist, group, or clinic or one of the few inpatient
cessation programs.

Physicians’ and Other Health Care Professionals’ Support. As 70 percent of
Americans visit a health care professional every year (Schubiner, Herrold, & Hurt,
1998), physicians, nurses, and dentists have much potential for contact with U.S.
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EXHIBIT 9.1. A BASIC COMPONENT OF 
EFFECTIVE, BRIEF INTERVENTIONS: THE 5 A’S.

ASK: inquire about smoking status routinely

• Gather some specific information, such as:

• How much? How often? When? Where?

• Do your parents smoke?

• Do your parents know that you smoke?

• Any connection b/w presenting issues and smoking?

• Follow with:

• Have you ever thought about quitting?

• Ever tried to quit?

ADVISE: urge the client to quit

• Message should be CLEAR, STRONG, and PERSONALIZED

• Offer of assistance from self and/or staff is key

ASSESS: assess the client’s willingness to quit

• If client would like to make a quit attempt, move on to ASSIST

• If the client wavers or is unwilling

• Determine reasons why

• Address concerns

• Provide support and assurance of help

• If necessary, provide a motivational intervention

• Offer possible connections b/w smoking and other problems

• Consider providing motivational statements that relate to health, social life, money,
self-esteem

• If client unwilling at this time, return to topic again at a later contact

ASSIST: aid the client in quitting

• Can make quitting part of the client’s individualized clinical plan

• A variety of interventions are possible

Set a quit date Make a plan to tell others, enlist support

Teach to monitor smoking behavior Help anticipate challenges

Teach problem-solving skills Teach adaptive coping skills

Review past quit attempts Help make changes to the environment

Provide positive reinforcement Help the client develop a reward system

Refer the client to other means of support
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EXHIBIT 9.1. A BASIC COMPONENT OF 
EFFECTIVE, BRIEF INTERVENTIONS: THE 5 A’S, Cont’d.

ARRANGE: follow up on progress

• Problem solve and elicit recommitment when there are setbacks

WITH PARENTS:
• After ASK, cautiously pursue further 5A steps if the parent responds in a resistant manner

• If receptive, can refer to primary care physician and provide list of additional resources

Source: Fiore et al., 2000b.

EXHIBIT 9.2. A BRIEF STRATEGY FOR 
ENHANCING MOTIVATION TO QUIT TOBACCO: THE 5 R’S.

Relevance Encourage the patient to indicate why quitting is personally relevant, being 
as specific as possible. Motivational information has the greatest impact if it is
relevant to a patient’s disease status or risk, family or social situation (for exam-
ple, having children in the home), health concerns, age, gender, and other im-
portant patient characteristics (for example, prior quitting experience, personal
barriers to cessation).

Risks The clinician should ask the patient to identify potential negative conse-
quences of tobacco use. The clinician may suggest and highlight those that
seem most relevant to the patient. The clinician should emphasize that smok-
ing low-tar or low-nicotine cigarettes or using other forms of tobacco (for ex-
ample, smokeless tobacco, cigars, and pipes) will not eliminate these risks.
Examples of risks are:

• Acute risks: Shortness of breath, exacerbation of asthma, harm to preg-
nancy, impotence, infertility, increased serum carbon monoxide.

• Long-term risks: Heart attacks and strokes, lung and other cancers (larynx,
oral cavity, pharynx, esophagus, pancreas, bladder, cervix), chronic ob-
structive pulmonary diseases (chronic bronchitis and emphysema), long-
term disability and need for extended care.

• Environmental risks: Increased risk of lung cancer and heart disease in
spouses; higher rates of smoking in children of tobacco users; increased
risk for low birth weight, SIDS, asthma, middle ear disease, and respiratory
infections in children of smokers.

Rewards The clinician should ask the patient to identify potential benefits of stopping
tobacco use. The clinician may suggest and highlight those that seem most
relevant to the patient. Examples of rewards follow:

• Improved health.

• Food will taste better.
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smokers. Currently, about 70 percent of physicians report advising their patients
to stop smoking (Lindsay et al., 1994). Although few U.S. physicians smoke, smok-
ing prevalence among these health care providers remains relatively high in de-
veloping countries of the world, such as Guatemala (Barnoya & Glantz, 2002).
Given the proportion of U.S. adults who smoke, even if health professionals have
only a small impact on quit rates, the public health impact of this change could
potentially be enormous.
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EXHIBIT 9.2. A BRIEF STRATEGY FOR 
ENHANCING MOTIVATION TO QUIT TOBACCO: THE 5 R’S, Cont’d.

• Improved sense of smell.

• Save money.

• Feel better about yourself.

• Home, car, clothing, breath will smell better.

• Can stop worrying about quitting.

• Set a good example for children.

• Have healthier babies and children.

• Not worry about exposing others to smoke.

• Feel better physically.

• Perform better in physical activities.

• Reduced wrinkling and aging of skin.

Roadblocks The clinician should ask the patient to identify barriers or impediments to quit-
ting, and should note elements of treatment (problem solving, pharmacother-
apy) that could address barriers. Typical barriers might include the following:

• Withdrawal symptoms.

• Fear of failure.

• Weight gain.

• Lack of support.

• Depression.

• Enjoyment of tobacco.

Repetition The motivational intervention should be repeated every time an unmotivated
patient visits the clinic setting. Tobacco users who have failed in previous quit
attempts should be told that most people make repeated quit attempts before
they are successful.

Source: Fiore et al., 2000a.
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Anywhere from 34 to 74 percent (Eckert & Junker, 2001; Rogers, Johnson,
Young, & Graney, 1997; CDC, 1993) of patients have reported receiving cessa-
tion advice from their providers. A recent survey of 1,400 smokers found that over
one-half welcomed physician advice and stated that it would have a strong influ-
ence on their decision to quit (Ossip-Klein et al., 2000).

Depending on the setting, 45 to 81 percent of physicians (Easton, Husten,
Elon, Pederson, & Frank, 2001; O’Loughlin et al., 2001; Gottlieb, Guo, Blozis, &
Huang, 2001), 36 to 71 percent of nurses (Sarna et al., 2000; McEwen & West,
2001), and 51 to 61 percent of dentists (Lodi et al., 1997; John, Yudkin, Murphy,
Ziebland, & Fowler, 1997) report having advised patients to quit, although fewer
report assisting patients in cessation or arranging follow-up (Goldstein et al., 1998;
Grimley, Bellis, Raczynski, & Henning, 2001).

Counseling practices vary by several patient factors, including age, race or
ethnicity, and gender. Counseling is most likely when the patient is young, Cau-
casian, male, and relatively healthy. It is more likely when the patient has insur-
ance. It also varies by the physician’s specialty; primary care physicians and
obstetricians and gynecologists report higher rates of counseling than do pedia-
tricians (Easton et al., 2001; Doescher & Saver, 2000; Borum, 2000; McIlvain,
Crabtree, Backer, & Turner, 2000; Kviz et al., 1995; Secker-Walker, Solomon,
Flynn, & Dana, 1994). Research has found that counseling is done most often
during new patient visits, and is most thorough (that is, follows all of the 5 A’s
through follow-up) among physicians who are practicing in solo, private offices
rather than group, HMO, or other settings (Fiore et al., 2000a; Goldstein et al.,
1998). Among pediatricians, counseling varies by the age of the child or youth
and by the topic, as well as by the amount of time spent on the visit (Galuska et
al., 2002).

Surveys of medical professionals have evaluated their receptivity to provid-
ing tobacco cessation counseling. One recent report found that two-thirds of
nurses believe that it is their obligation to provide cessation advice (McCarty,
Hennrikus, Lando, & Vessey, 2001); surveys of dentists have found similar results
(Fried & Cohen, 1992; Allard, 2000). Some of the common barriers cited by
health care professionals are time (Pollak et al., 2001), perceived complexity of a
smoking cessation protocol (Bolman, de Vries, & Mesters, 2002), and insufficient
confidence in ability to counsel in this area (Sheinfeld Gorin, 2001). Other factors
related to the provision of counseling include educational level (for example, year
of residency) (Gottlieb et al., 2001), having received training in cessation coun-
seling (Hepburn, Johnson, Ward, & Longfield, 2000), whether the provider smokes
(Sheinfeld Gorin, 2001), the provider’s race or ethnicity (Sheinfeld Gorin, 2001),
and the strength of the provider-patient relationship (Coleman, Murphy, &
Cheater, 2000). A recent report suggested that providing feedback to physicians
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improves their motivation to counsel patients in cessation (Andrews, Tingen,
Waller, & Harper, 2001).

Training programs have been designed to improve medical professionals’ skills
and self-efficacy in this area. In the short term these programs have been effec-
tive in improving providers’, particularly physicians’, confidence and perceived ef-
fectiveness and increasing their rates of asking, advising, and providing cessation
counseling and self-help materials (Cornuz et al., 1997). Openness to providing
counseling can be influenced by the provider’s own smoking status, and if the
provider does smoke, by his or her desire to quit (Kawakami, Nakamura, Fumi-
moto, Takizawa, & Baba, 1997).

Several meta-analyses and literature reviews have assessed the efficacy of smok-
ing cessation advice from varied health care professionals. Studies have found that
brief physician advice can increase one-year smoking abstinence rates among
adults by more than 20 percent compared with controls (American Cancer Soci-
ety, 1990; Montner, Bennett, & Brown, 1994). Even minimal contact of adults with
physicians (three minutes or less) increases the efficacy of the intervention, although
effectiveness increases with both increased intensity and duration of contact and
with the addition of nicotine replacement therapies, such as the patch (Kottke,
Battista, DeFriese, & Brekke, 1988; Ockene & Zapka, 1997; Fiore et al., 2000a).
The findings from a recent meta-analysis revealed that receiving advice from any
health care professional—physician, nurse, dentist, or team of providers—pro-
duced a small increase in quit rates (Sheinfeld Gorin & Heck, 2004). Physicians
have been found more effective in tobacco cessation than any other professional
group alone (Fiore et al., 2000a). Two clinicians (that is, a team) are the most ef-
fective, however (Fiore et al., 2000a).

Sustaining quit attempts over time is difficult, particularly without additional
prompts and reinforcement. Continued provider prompts to smokers to quit,
through chart reminders and computerized office-based systems, for example, are
important to sustained cessation. Over time these contacts may be particularly ef-
fective means for encouraging longer-term abstinence.

The results of these studies support the efficacy of cessation counseling by all
health care professionals but particularly by teams and physicians. There is
promise for counseling by community pharmacists (Sinclair, Bond, & Stead, 2004)
and dentists, and a need for increased training of nurses in smoking cessation
counseling, particularly among African American clients (Ellerbeck, Ahluwalia,
Jolicoeur, Gladden, & Mosier, 2001).

Health Care Professional Counseling with Youths. Even though more than one
in three adolescents smokes, and the great majority of adult smokers began smoking
prior to the age of eighteen, there have been few studies on brief interventions for
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adolescent smoking in health care settings. From 60 to 70 percent of adolescents
visit their pediatricians on an annual basis (Gans, McManus, & Newacheck, 1991);
three visits per year is the average (Pamuck, Makuc, Heck, Reuben, & Lochner,
1998). Further, children and adolescents perceive physicians to be credible health
experts and may heed their advice more than that of parents or other adults (Perry
& Silvis, 1987; Gans, McManus, & Newchuck, 1991; Thorndike, Ferris, Stafford,
& Rigotti, 1999). Nonetheless, two recent population-based and large HMO sur-
veys of physicians who treat adolescents continued to document the gap between
the need for tobacco cessation among adolescents and the primary care provider’s
response (Klein, Levine, & Allan, 2001; Thorndike et al., 1999; Ellen, Franzgote,
Irwin, & Millstein, 1998; Franzgrote, Ellen, Millstein, & Irwin, 1997; Gregorio,
1994; Zapka et al., 1999). In a telephone survey of 7,960 adolescents, only 25 per-
cent reported that a health care provider had said something to them about cig-
arette smoking in the last year (Baker, 1995).

Health care professionals can be trained to increase their skills in screening and
counseling adolescents in tobacco cessation, as they do with adults, within the con-
fines of a routine outpatient visit (Klein et al., 2001). Although the rigorous evidence
for the effectiveness of tobacco control with youth by health care professionals is not
yet available, given that nicotine dependence develops quickly in adolescents, meth-
ods of smoking cessation intervention used for adults have been recommended for
adolescents (Sussman, Lichtman, Ritt, & Pallonen, 1999; Schubiner et al., 1998;
Fiore et al., 2000a). It is suggested that health care providers begin to ask about
smoking when children reach the age of ten, teach parents to maintain smoke-free
households, set nonsmoking expectations early on, and monitor adolescents for signs
of smoking. Parents should limit exposure to adult media and use family television
time to discuss the effects of seeing screen depictions of smoking on adolescent be-
havior. Adolescents who smoke should be assessed for signs of nicotine dependence
and counseled about quitting (Sargent & DiFranza, 2003) (see Table 9.1 on page 311).

Pharmacological Interventions

The main effect of nicotine replacement therapies (NRTs)—including nicotine gum
(nicotine polacrilex), the nicotine patch (transdermal nicotine), and nicotine nasal
spray, inhalers, and tablets—is the relief of nicotine withdrawal symptoms and the
prevention of short-term relapse. A systematic review of these varied NRT ap-
proaches found that all forms increase the odds of quitting from 1.5- to 2-fold, re-
gardless of setting, duration of therapy, or the intensity of the additional support
provided. In comparing the varied forms of NRT, the nasal spray was most effec-
tive in cessation, followed by inhaled nicotine, nicotine sublingual tablets or
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lozenges, the nicotine patch, and nicotine gum. In highly dependent smokers, there
is a significant benefit from higher doses (for example, 4 mg gum versus 2 mg gum).
Higher doses of the nicotine patch may also produce small increases in quit rates.
Combinations of NRT do not seem to increase cessation. There is some evidence
that quit rates with bupropion are higher than rates with the nicotine patch (Silagy,
Lancaster, Stead, Mant, & Fowler, 2004).

Acupuncture and Hypnosis

Acupuncture, acupressure, laser therapy, and electrostimulation may help smok-
ers deal with the addictive component of smoking by focusing attention on and
appearing to treat the problem, but they do not increase cessation. A recent
systematic review confirmed that acupuncture seems to have a placebo effect
similar to that of pills containing sugar but no medication (White, Rampes, &
Ernst, 2002). Although individuals may undergo hypnosis to help them to stop
smoking, there is no evidence for its effectiveness (Abbot, Stead, White, Barnes, &
Ernst, 2000).

Aversive Conditioning

Aversive conditioning approaches that pair the pleasurable stimulus of smoking
a cigarette with some unpleasant stimulus may diminish the attractiveness of
smoking or may result in the cigarette itself becoming aversive. One such ap-
proach is rapid smoking, in which a client puffs a cigarette every 6 to 8 seconds
until the client senses that he or she will become nauseated. This is repeated sev-
eral times in sessions that accompany quit dates and that are continued until urges
to smoke are reduced (Lichtenstein, Harris, Birchler, Wahl, & Schmahl, 1973;
Danaher, Jeffery, Zimmerman, & Nelson, 1980). Despite its early demonstration of
effectiveness in conjunction with cessation counseling and abstinence rates of 50
percent (Glasgow, Lichtenstein, Beaver, & O’Neill, 1981), more recent reviews
have been inconclusive (Hajek & Stead, 2004). Further, acceptance of this ap-
proach is limited. Components of aversive conditioning, such as a butt jar, are
often used in conjunction with other approaches.

Intensive Cessation Clinics

Often clients need more intensive treatment to quit, such as an intensive cessation
clinic. A state-of-the-art clinic for smoking cessation tends to use approaches that in-
clude (1) setting a quit date, (2) interrupting conditioned responses that support
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smoking, (3) identifying and preparing plans for coping with temptations after cessa-
tion, (4) attending to relapse episodes and encouraging the continuation of cessation,
and (5) providing follow-up contact and social support for quitting and abstinence
(Lowe, Green, Kurtz, Ashenberg, & Fisher, 1980; Lando, 1977; Lichtenstein, 1982;
Hall, Rugg, Tunstall, & Jones, 1984). The American Lung Association (ALA), for ex-
ample, offers Freedom from Smoking clinics that have demonstrated a long-term ab-
stinence rate of 29 percent (Rosenbaum & O’Shea, 1992). These clinics, which can
be located through the ALA, hospitals, health maintenance organizations (HMOs),
and other centers, serve a small percentage of all quitters. The health care profes-
sional’s support is critical to clinic clients’ follow-through.

Interventions in Particular Settings

Particular settings, such as hospitals, substance abuse treatment or cancer treat-
ment facilities, or worksites or schools, may offer unique opportunities for inter-
vention (see Table 9.2 on page 313).

Summary

Interventions, whether brief exchanges or oriented toward intensive clinical work,
rely on several features of the dynamics of smoking. The decision to smoke is de-
termined by many factors, from the economics of cigarette marketing and prices
to the physiology of nicotine addiction. Addiction and conditioning enrich each
other; smoking thus becomes connected with numerous cues of daily life. This
sets the stage for equally numerous cues to relapse.

Clinically, the health care professional should ask about smoking, offer brief
counseling using the 5 A’s (ask, advise, assess, assist, and arrange) and the 5 R’s to
motivate quitting, provide a prescription or recommendation for over-the-counter
NRT, and provide a referral for more intensive counseling. Counseling and on-
going support for the client and also encouragement of quitting by health care
professionals and others in the client’s support network will enhance the client’s
likelihood of stopping.

As advocates for smoke-free environments, health care professionals can have
an impact not only on an individual’s successful cessation but also on the creation
of a healthier society. Health care professionals have the power to help clients live
longer and healthier lives through smoking cessation. (Also see the list of helpful
online resources in Exhibit 9.3 on page 327.)
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TABLE 9.1. INTERVENTION APPROACHES PARTICULAR TO 
SELECTED GROUPS BY GENDER, AGE, AND STATUS.

Primary Smoking Issues Specific Cessation Approaches

Women Targeted marketing efforts Emphasize self-control, illogic in 
advertisements and smoking in the 
movies; develop counteradvertising

Less education, lower Target interventions to high-risk 
socioeconomic class groups

Weight gain Vigorous physical activity 
(Marcus et al., 1999)

Advocate for changed legislation, 
policies for tobacco control

Pregnant women Smoking by others in the Develop plan to reduce smoking in 
home (environmental various settings
tobacco smoke [ETS])

Infants Smoking by mother during Emphasize effects on child from 
pregnancy or while nursing mother’s smoke (for example, by 

measuring cotinine in breast milk)

Children Smoking by others in the Develop “no smoking” times, days at 
home (modeling and ETS) home

Peer group influence Cessation as an affirmative response

Adolescents Process of separation and Not smoking is one’s own decision; 
individuation challenge them to stop

Peer group influence Peer pressure as self-pressure; cessation 
as an affirmative response

Egocentricity and increased Emphasize effects on appearance (for 
self-concern example, smelly hair, yellow teeth)

Feelings of invulnerability Focus on relevant effects (for example, 
shortness of breath)

Present-orientation Emphasize short-term effects (for 
example, cost, bad breath)

Smoking by others in the Explore smoking as a family problem
home

Adolescent women Targeted marketing efforts Analyze smoking in the movies and
advertisements for illogic; develop 
counteradvertising

Adolescent men Interest in portraying a Portray smokers as weak and babyish
“macho” image
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TABLE 9.1. INTERVENTION APPROACHES PARTICULAR TO 
SELECTED GROUPS BY GENDER, AGE, AND STATUS, Cont’d.

Primary Smoking Issues Specific Cessation Approaches

Marketing of smokeless Analyze smoking in the movies and 
tobacco advertisements for illogic; encourage 

client to make his own choice

Elderly Exacerbates conditions more Emphasize short-term health benefits 
common among elderly, of stopping
such as heart disease, high 
blood pressure, circulatory 
and vascular conditions, 
duodenal ulcers, reductions 
in smell and taste, 
osteoporosis, diabetes

Drug dose alterations Highlight increased efficacy of 
medications

Vulnerable Divorced or separated men; Target interventions efforts to these 
populations those with lower levels or high-risk groups

education and income

Minorities Higher prevalence among Use culturally sensitive messages and 
African Americans community leaders (for example, 

church leaders)

Hispanic males have higher Use culturally sensitive messages; 
prevalence, women have emphasize the impact on the family
lower rates

American Indians have Use culturally sensitive messages; work 
higher rates of smokeless with Indian Health Service or spiritual 
tobacco use healers or both

Advocate for changes in advertising, 
promotion practices targeted to 
high-risk groups

Persons Depression and anxiety are Focus on link between symptoms and 
experiencing risk factors smoking
psychological Psychiatric inpatients have Make nicotine addiction part of distress higher rates treatment process

Cancer survivors Second primary tumor often Focus on alternative stress reduction
fatal approaches (other than smoking)

Risk persists for up to twenty
years
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TABLE 9.1. INTERVENTION APPROACHES PARTICULAR TO 
SELECTED GROUPS BY GENDER, AGE, AND STATUS, Cont’d.

Primary Smoking Issues Specific Cessation Approaches

Long-term survivors of child- Peer counseling doubles smoking
hood cancers at particular cessation among childhood cancer
risk (American Society for survivors (Emmons et al., 2005)
Clinical Oncology, 2003)

TABLE 9.2. SMOKING CESSATION 
IN SPECIFIC ORGANIZATIONAL SETTINGS.

Setting Intervention Components

General hospital • Brief, multicomponent bedside treatment can produce 20–25% 
long-term quit rates (Orleans, Kristeller, & Gritz, 1993).

• 5 A’s and 5 R’s to increase motivation.

• In-hospital contact ≥ 20 minutes.

• Extended postdischarge contact (≥ 1 month; Rigotti, Munafo, Murphy,
& Stead, 2003).

• ≥ 5 contacts.

• ≥ 3 months.

• Include NRT except if contraindicated.

• Supported by hospital systems (for example, chart reminders or
stamps) (Wolfenden, Campbell, Walsh, & Wiggers, 2003) and
hospital bans on smoking.

• Computed tomography (CT) screening for those at high risk for 
lung cancer may increase cessation opportunities (Henschke et al.,
1999; Mulshine & Henschke, 2000).

Prenatal clinics • Multicomponent program integrated with other healthcare.

• 5 A’s and 5 R’s to increase motivation.

• Share risks of smoking on preterm births and low weight infants; risks
of smoking for infant during breast feeding and early infancy and
childhood.

• Give suggestions for problem-solving approaches for coping with
multiple stresses of early mothering.

• Use of motivational interviewing (nonjudgmental approach focused
on resolving ambivalence about behavioral change) is effective.

• Follow-up telephone booster sessions (Gehrman & Hovell, 2003).
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TABLE 9.2. SMOKING CESSATION 
IN SPECIFIC ORGANIZATIONAL SETTINGS, Cont’d.

Setting Intervention Components

• Maximize unique social supports, such as spousal (Orleans, 1985;
Coppotelli & Orleans, 1985).

• Provide cessation manuals (for example, those published by the
American Cancer Society (see the Helpful Resources section in 
Exhibit 9.3, and Windsor, 1986).

• Relapse prevention programs generally ineffective (Lumley, Oliver,
Chamberlain, & Oakley, 2004).

Substance abuse • Determine stage of readiness to quit.
treatment facilities

• Stage-based counseling (McIlvain & Bobo, 1999).

• Cessation counseling may be more effective one year after alcoholic
has become sober (Bobo, 1992).

Dental Offices • Oral examination and feedback about tobacco-induced mucosal 
changes decrease use of smokeless tobacco (see Chapter Eight;
Ebbert et al., 2004; Gordon & Severson, 2001; Newton & Palmer,
1997).

• Dental team effective in cessation (Sheinfeld Gorin & Heck, 2004).

Worksites • Formal behavioral counseling or NRT, or both (Moher, Hey, &
Lancaster, 2003).

• Provision of personalized risk assessment feedback to smokers
(Schnoll et al., 2005).

• Smoke-free worksite policies (Glasgow, Cummings, & Hyland, 1997).

Schools • Increase skills for identifying social influences to smoke (for example,
tobacco advertising, movies, and marketing strategies) and peer
influence.

• Increase skills for resisting influences to smoke (for example, advertis-
ing analysis and resistance skills).

• Increase information for correcting erroneous normative perceptions
regarding smoking (for example, “everyone smokes”) and for pro-
moting tobacco-free social norms.

• Involve teachers in cessation curriculum development, review, train-
ing, program implementation (Connell, Turner, & Mason, 1985; 
Gold et al., 1991).

• Supplement with peer leaders to model social skills, lead role re-
hearsals (Perry, Telch, Killen, Burke, & Maccoby, 1983; Clarke,
MacPherson, Holmes, & Jones, 1986).
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EXHIBIT 9.3. HELPFUL RESOURCES.

Web Sites

Action on Smoking and Health, http://ash.org

This is an antismoking Web site that offers resources for activists.

The American Cancer Society, http://www.cancer.org

The ACS, a voluntary organization, offers programs and other resources, including a quit
line, to help individuals quit smoking.

The American Heart Association, http://www.amhrt.org

The AHA home page contributes a directory of materials and programs for smoking ces-
sation. It has developed a packet and runs programs for cessation titled Calling It Quits.

The American Lung Association, http://www.lungusa.org

This site contains several fact sheets, particularly one titled “Smoking and Teens Fact
Sheet.” The ALA also maintains the Freedom from Smoking online quit program. 

Centers for Disease Control and Prevention, Tobacco information and prevention source
(TIPS), http://www.cdc.gov/tobacco/index.htm
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EXHIBIT 9.3. HELPFUL RESOURCES, Cont’d.

This CDC site offers the opportunity to download guidelines for tobacco control published
by the CDC and other governmental agencies. It also offers a multitude of fact sheets on
tobacco control.

National Cancer Institute, Cancer topics, http://www.nci.nih.gov/cancertopics/tobacco

The NCI’s Cancer Topics home page provides links to a variety of resources for smoking
cessation as well as other cancer prevention and control approaches. The NCI has a
national quit line and a Web site (www.smokefree.gov) to help smokers stop. (See the
following section on brochures and videotapes for more information on NCI materials.)

Brochures and Videotapes

National Cancer Institute, Office of Cancer Communications, Building 31, Room 10A16, 9000
Rockville Pike, Rockville, MD 20892; Phone: (800) 4-CANCER; offers the following client edu-
cational brochures and videotapes:

Clearing the air: Quit smoking today. Available from http://www.smokefree.gov/pubs/
clearing_the_air.pdf

Dangerous game: The truth about spit tobacco. (Not yet available online.)

Good information for smokers. Available from http://www.surgeongeneral.gov/tobacco/
lowlit.pdf

Guía para dejar de fumar: No lo deje para mañana, deje de fumar hoy (Guide to quitting
smoking: Don’t leave it for tomorrow, quit today). Available from http://cancercontrol.
cancer.gov/tcrb/Spanish_Smoking_book.pdf

Quitting helps you heal faster. Available from http://www.surgeongeneral.gov/tobacco/
hospital.pdf

Spit tobacco: A guide for quitting. Available from http://www.nidr.nih.gov/health/
newsandhealth/spitTobacco

Treating tobacco use and dependence: Clinical practice guideline. Available from 
https://cissecure.nci.nih.gov/ncipubs/details.asp?pid=236

Usted puede dejar de fumar. Available from http://www.surgeongeneral.gov/tobacco/
tearsheetspa.pdf

You can quit smoking: Support and advice from your clinician. Available from
http://www.surgeongeneral.gov/tobacco/tearsheeteng.pdf

The American Cancer Society offers the following online brochures:

Set yourself free: A smoker’s guide (English/Spanish) and Living smoke free for you and your
baby. Both available from http://www.cancer.org/asp/freebrochures/fb_global.asp
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Substance safety is a major public health concern. This public health concern,
however, is complicated by the fact that social interaction in U.S. society is

generally characterized by the use of some substance, such as alcohol. This chap-
ter begins with a discussion of the differentiation of the classes of drugs, focusing
specifically on alcohol and banned substances, and then outlines health promo-
tion through substance safety for special populations. Specific criteria for recog-
nizing levels of risk and problem use are identified, and effective brief
interventions and brief therapies are discussed.

Classes of Substances

In dealing with health promotion related to substance use and abuse, the com-
plexity of the issues is manifest in the different classes of drugs that are subsumed
under the term substances.

Prescribed and Over-the-Counter Drugs and Medications

The purpose of prescribed and over-the-counter drugs is to foster health or to
minimize symptoms of discomfort and ill health. The major health promotion is-
sues concerning these drugs are related to prescribing practices and Food and

CHAPTER TEN
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Drug Administration (FDA) monitoring of drugs sold over the counter. Health
care professionals are often concerned about medication. Compliance (that is, the
patient’s following the instructions for the use of a particular medication) is an
ambiguous issue because accurate follow-up to determine compliance is often dif-
ficult and the use of over-the-counter drugs, largely as self-medication, is wide-
spread. Further, prescribing practices are influenced by variations in medical
education, practice norms, and pharmaceutical marketing approaches.

Banned Substances

Banned substances are drugs that appear on Schedule I, defined under the Con-
trolled Substances Act (1970). The medicinal value of these drugs is disputed, and
these illegal substances are generally obtained for recreational usage. Banned sub-
stances include marijuana, cocaine, heroin, morphine, lysergic acid diethylamide
(LSD), and phencyclidine (PCP). Issues inherent in the medical applications of
marijuana for certain conditions notwithstanding, the use or abuse of banned sub-
stances is generally considered a risk to good health.

Social Drugs

Drugs such as caffeine, nicotine, and alcohol are often referred to as social drugs.

These drugs are readily available—at least, by law, to adults—and are widely used.
Caffeine, the most widely used psychoactive drug in the world, is considered a rel-
atively mild stimulant (Greden & Walters, 1992). In recent decades people in the
United States have been consuming caffeine more from soft drinks than from cof-
fee. The amount of caffeine consumed in coffee, tea, and soft drinks produces rel-
atively limited stimulant effects when compared with the effects of amphetamines.
Evidence linking caffeine to benign breast disease and coronary disease is still un-
clear. Except for the occasional case of caffeinism and the mild discomfort of caf-
feine withdrawal, evidence for a linkage between poor health outcomes (such as
diseases) and caffeine is limited, provided one consumes it moderately (Lamarine,
1994). There is, however, clear evidence of long-term consequences from nico-
tine use. Chapter Nine deals with health promotion through smoking cessation
and, although persons may continue to choose to use nicotine, the relationship
between nicotine and adverse health consequences has been clearly established
for many decades. The first clear evidence of a relationship between smoking and
lung cancer appeared in the 1955, and the first U.S. surgeon general’s report that
defined nicotine as a “health hazard” was issued decades ago (Ray & Ksir, 1996).

The use and abuse of alcoholic beverages is an area in which there is a good
deal of information, and some work has been done on health promotion via pre-
vention (Miller & Nirenberg, 1984; Gerstein, 1984; Morrissey, 1986; Nirenberg &
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Gomberg, 1993; Fleming, Barry, Manwell, Johnson, & London, 1997; Barry, 1999;
Whitlock et al., 2004). Because of the widespread use of alcohol and some of the
consequences that follow, both for the individual user and for society, alcohol is
treated separately in this chapter, as a specific challenge to health promotion.

Alternative Medicines

Alternative medicines include herbs and vitamins. Sales of “natural herbal reme-
dies” have increased during the last decade. In 1993, the FDA issued a notice that
regulation of these medicines was needed; this was followed by a well-organized
program of letters to Congress, resulting in passage of the Dietary Supplement
and Health Education Act of 1994. Herbal remedies were declared to be supple-

ments and exempt from FDA investigatory rules before reaching the market. The
FDA does, however, monitor dietary supplements for safety post-marketing.
Whereas prescription and over-the-counter drugs must be proved effective and
meet standards of safety both before and after they are marketed to the public,
the plant products advertised to produce medicinal effects are generally exempt
from these standards. Manufacturers have not been required by the FDA to test
these products or to engage in quality control. It is expected that at some point
the FDA will specify minimal quality controls, and the relationship of these al-
ternative herbal remedies to health promotion will become better defined.

Alcohol and Health Promotion

Alcohol abuse is an issue for a far higher percentage of the U.S. population than is
abuse of any other substances with the exception of nicotine. A summary of alco-
hol use in the lifetime, past year, and past month for individuals aged eighteen and
older, by demographic characteristics, is presented in Table 10.1. Tables 10.2, 10.3,
10.4, with the most recent findings on Table 10.5, show the breakdown of that al-
cohol use for lifetime, past year, and past month, respectively, by year from 1994 to
2003 (National Institute of Alcohol Abuse and Alcoholism [NIAAA], 2004c; Sub-
stance Abuse and Mental Health Services Administration [SAMHSA], Office of
Applied Studies, 2004). Additionally, as can be seen in Table 10.2, although not of
legal drinking age, 43 percent of adolescents aged twelve to seventeen years report
that they have consumed alcohol (SAMHSA, Office of Applied Studies, 2004).

Women report comparatively less alcohol use than men do. It should be noted
that among women, the eighteen to twenty-five age group had the largest per-
centage of alcohol consumers in the past year and past month, and among men
the twenty-six to thirty-four age group had the highest rate of drinkers. Generally,
alcohol use is more common among men, whites, adults in age groups eighteen to
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TABLE 10.1. ALCOHOL USE IN LIFETIME, PAST YEAR, 
AND PAST MONTH AMONG PERSONS AGED 18 OR OLDER, BY 

DEMOGRAPHIC CHARACTERISTICS: PERCENTAGES, 2002 AND 2003.

Time Period

Lifetime Past Year Past Month

Demographic Characteristic 2002 2003 2002 2003 2002 2003

Total 87.8 87.8 69.8a 68.6 54.9 53.9
Gender
Male 91.8 91.9 75.4 74.3 62.4 62.4
Female 84.1 84.1 64.7 63.4 47.9a 46.0

Hispanic origin and race
Not Hispanic or Latino 88.8 89.0 70.6 69.6 56.0 55.0
White 91.1 91.1 73.1 72.2 58.7 57.9
Black or African American 81.5 82.8 59.6 58.4 44.5 42.2
American Indian or Alaska Native 85.4 84.0 64.2 66.5 47.9 46.2
Native Hawaiian or other Pacific Islander * * * * * *
Asian 68.2 72.4 57.9 56.5 40.8 43.2
Two or more races 90.3 87.2 73.2 68.5 56.3 49.4

Hispanic or Latino 80.6 79.3 64.0 61.6 46.9 45.4

Education
< High school 76.5 77.1 52.4 50.4 37.8 36.7
High school graduate 87.4 86.3 67.6a 65.6 51.5a 49.0
Some college 91.7 91.7 74.9 74.7 58.8 59.2
College graduate 92.4 93.4 80.1 79.1 67.4 66.5

Current employment
Full-time 91.8 91.9 77.0 76.3 61.8 61.2
Part-time 89.2 87.9 73.3 72.4 58.6 55.9
Unemployed 87.5 88.9 75.0 73.4 57.9 57.0
Other1 79.3 79.6 53.3 51.1 39.0 37.9

*Low precision; no estimate reported.
aDifference between estimate and 2003 estimate is statistically significant at the 0.05 level.
1Retired person, disabled person, homemaker, student, or other person not in the labor force.

Source: Substance Abuse and Mental Health Services Administration, Office of Applied Studies, National
Survey on Drug Use and Health, 2004.
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TABLE 10.2. PERCENTAGE REPORTING ALCOHOL 
USE IN LIFETIME, BY AGE GROUP AND DEMOGRAPHIC

CHARACTERISTICS: NSDUH (NHSDA), 1994–2002.

Age Group (Years)
Demographic 
Characteristic 12–17 18–25 26–34 35+ Total

Total

2002 43.4 86.7 90.2* 87.3* 83.1
2001 42.7 85.0 89.0* 85.7* 81.7
2000 41.7 84.0 89.2* 85.0* 81.0
1999 42.9 83.9 89.2* 85.3* 81.3
1998 37.3 83.2 88.2 86.6 81.3
1997 39.7 83.5 88.9 87.0 81.9
1996 38.8 83.8 90.3 87.8 82.6
1995 40.6 84.4 90.1 87.1 82.3
1994 41.7 86.3 91.8 89.0 84.2

Sex
Male

2002 43.4 88.0 93.1* 92.2* 86.4
2001 42.8 86.3 92.1* 91.3* 85.4
2000 41.9 85.6 92.1* 91.8* 85.3
1999 43.6 85.5 92.1* 90.5* 84.8
1998 36.6 87.2 90.9 92.2 85.2
1997 38.8 86.0 93.1 93.9 86.6
1996 38.3 86.3 93.8 93.9 86.6
1995 41.6 86.1 92.6 92.2 85.8
1994 42.9 87.9 94.6 95.4 88.4

Female
2002 43.4 85.4 87.4* 82.9* 80.1
2001 43.0 83.7 86.1* 80.7* 78.3
2000 41.5 82.5 86.4* 79.0* 76.9
1999 42.2 82.3 86.5* 80.7* 78.1
1998 38.1 79.2 85.5 81.6 77.6
1997 40.7 81.0 84.7 80.9 77.5
1996 39.4 81.2 87.0 82.5 78.8
1995 39.5 82.7 87.6 82.6 79.2
1994 40.4 84.8 89.1 83.4 80.3
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TABLE 10.2. PERCENTAGE REPORTING ALCOHOL 
USE IN LIFETIME, BY AGE GROUP AND DEMOGRAPHIC

CHARACTERISTICS: NSDUH (NHSDA), 1994–2002, Cont’d.

Age Group (Years)
Demographic 
Characteristic 12–17 18–25 26–34 35+ Total

Race/ethnicity
White non-Hispanic

2002 45.8 90.1 94.5* 90.4* 86.8
2001 45.7 89.0 93.6* 89.6* 86.0
2000 44.3 88.2 93.9* 88.3* 84.9
1999 44.8 88.2 94.1* 88.3* 85.1
1998 40.4 87.9 92.8 89.4 85.2
1997 42.5 89.0 93.9 90.0 86.0
1996 40.7 88.9 94.7 90.4 86.2
1995 43.7 88.6 94.1 89.9 86.1
1994 45.3 91.6 95.5 91.1 87.6

Black non-Hispanic
2002 35.9 81.2 87.3* 80.1* 75.3
2001 34.3 76.6 83.1* 77.3* 72.6
2000 32.1 76.2 80.9* 76.2* 71.5
1999 35.6 73.7 79.9* 76.2* 71.5
1998 26.7 74.2 81.9 78.6 71.7
1997 31.4 73.2 80.4 78.3 71.7
1996 32.2 73.5 83.8 79.3 72.8
1995 30.4 75.3 82.4 79.6 72.8
1994 32.9 74.8 83.0 80.8 73.9

Hispanic
2002 44.7 81.2 81.9* 79.9* 75.7
2001 41.3 77.8 79.3* 73.3* 70.9
2000 41.8 76.7 80.2* 76.3* 71.9
1999 44.6 78.0 79.9* 78.9* 74.1
1998 36.4 74.4 78.3 76.2 70.8
1997 36.3 71.5 74.4 75.0 68.9
1996 40.3 73.9 80.6 76.1 71.7
1995 37.6 73.0 80.7 77.2 71.6
1994 39.1 76.7 83.4 84.2 76.2

Note: NSDUH = National Survey on Drug Use and Health; prior to 2002 it was called NHSDA =
National Household Survey on Drug Abuse.
*Low precision; no estimate reported.

Source: NIAAA, 2004c.
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TABLE 10.3. PERCENTAGE REPORTING ALCOHOL 
USE IN THE PAST YEAR, BY AGE GROUP AND DEMOGRAPHIC

CHARACTERISTICS: NSDUH (NHSDA), 1994–2002.

Age Group (Years)
Demographic 
Characteristic 12–17 18–25 26–34 35+ Total

Total

2002 34.6 77.9 77.7* 66.1* 66.1
2001 33.9 75.4 76.5* 63.1* 63.7
2000 33.0 74.5 75.1* 61.0* 61.9
1999 34.1 74.8 74.9* 61.3* 62.3
1998 31.8 74.2 74.5 64.6 64.0
1997 34.0 75.1 74.6 64.1 64.1
1996 32.7 75.3 77.2 64.9 64.9
1995 35.1 76.5 77.0 65.0 65.4
1994 36.2 78.5 78.8 66.2 66.9

Sex
Male

2002 33.3 80.1 83.0* 72.3* 70.7
2001 33.0 78.3 81.9* 68.3* 67.7
2000 32.1 77.2 80.2* 68.7* 67.2
1999 33.6 78.4 80.4* 66.1* 66.4
1998 31.0 79.3 77.7 70.2 68.3
1997 32.7 78.9 80.4 69.8 68.7
1996 32.0 78.6 81.5 72.0 70.0
1995 35.3 80.4 80.8 71.1 70.0
1994 36.2 82.3 83.7 72.5 71.8

Female
2002 36.0 75.6 72.6* 60.5* 61.8
2001 34.9 72.6 71.4* 58.4* 59.9
2000 34.0 71.8 70.3* 54.2* 56.9
1999 34.7 71.3 69.7* 57.0* 58.5
1998 32.7 68.9 71.5 59.7 60.0
1997 35.3 71.2 69.0 59.0 59.8
1996 33.5 72.0 73.1 58.6 60.2
1995 34.8 72.7 73.3 59.6 61.1
1994 36.1 74.8 74.0 60.7 62.4
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TABLE 10.3. PERCENTAGE REPORTING ALCOHOL 
USE IN THE PAST YEAR, BY AGE GROUP AND DEMOGRAPHIC

CHARACTERISTICS: NSDUH (NHSDA), 1994–2002, Cont’d.

Age Group (Years)
Demographic 
Characteristic 12–17 18–25 26–34 35+ Total

Race/ethnicity
White non-Hispanic

2002 37.9 83.1 82.6* 69.3* 69.8
2001 37.3 80.8 81.5* 67.4* 68.1
2000 36.3 80.1 80.8* 64.7* 66.0
1999 36.7 80.3 80.4* 64.9* 66.2
1998 35.1 79.0 79.0 68.0 67.8
1997 36.0 81.0 80.2 67.2 67.8
1996 34.4 80.5 81.9 67.4 68.0
1995 38.1 81.4 81.3 67.9 68.8
1994 39.6 84.0 82.3 68.3 69.8

Black non-Hispanic
2002 24.7 69.2 71.0* 53.6* 54.9
2001 22.9 63.9 65.9* 47.8* 49.9
2000 21.2 62.5 62.3* 46.6* 48.5
1999 23.8 62.7 62.5* 47.9* 49.6
1998 22.3 64.2 66.0 48.1 50.4
1997 27.3 62.9 64.0 52.2 52.7
1996 26.6 63.9 69.6 50.9 52.9
1995 25.8 65.0 67.4 53.0 53.8
1994 27.9 67.2 70.2 54.2 55.8

Hispanic
2002 34.0 68.7 68.8* 60.1* 60.0
2001 32.2 65.0 66.9* 53.6* 55.2
2000 32.4 63.9 64.8* 55.1* 54.9
1999 35.2 65.3 66.3* 52.4* 54.9
1998 29.4 66.2 66.2 60.7 58.5
1997 32.5 63.2 63.0 56.2 55.6
1996 34.6 66.0 66.8 59.0 58.6
1995 32.2 64.4 68.5 58.1 57.9
1994 33.0 68.3 71.6 65.8 63.0

Note: NSDUH = National Survey on Drug Use and Health; prior to 2002 it was called NHSDA =
National Household Survey on Drug Abuse.
*Low precision; no estimate reported.

Source: NIAAA, 2004c.
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TABLE 10.4. PERCENTAGE REPORTING ALCOHOL USE 
IN THE PAST MONTH, BY AGE GROUP AND DEMOGRAPHIC

CHARACTERISTICS: NSDUH (NHSDA), 1994–2002.

Age Group (Years)
Demographic 
Characteristic 12–17 18–25 26–34 35+ Total

Total

2002 17.6 60.5 61.4* 52.1* 51.0
2001 17.3 58.8 59.9* 48.7* 48.3
2000 16.4 56.8 58.3* 46.8* 46.6
1999 16.5 57.2 57.4* 46.6* 46.4
1998 19.1 60.0 60.9 53.1 51.7
1997 20.5 58.4 60.2 52.8 51.4
1996 18.8 60.0 61.6 51.7 51.0
1995 21.1 61.3 63.0 52.6 52.2
1994 21.6 63.1 65.3 54.1 53.9

Sex
Male

2002 17.4 65.2 69.3* 60.0* 57.4
2001 17.2 64.7 68.6* 56.1* 54.8
2000 16.2 62.5 67.0* 55.3* 53.6
1999 16.7 63.9 67.0* 54.0* 53.2
1998 19.4 68.2 67.7 61.4 58.7
1997 21.0 65.9 67.9 60.6 58.2
1996 19.2 66.5 70.0 61.6 58.9
1995 22.5 68.2 70.3 62.4 60.1
1994 22.1 70.9 73.9 60.9 60.3

Female
2002 17.9 55.7 53.6* 45.0* 44.9
2001 17.3 53.0 51.6* 42.0* 42.3
2000 16.5 51.3 50.1* 39.2* 40.2
1999 16.3 50.7 48.4* 40.0* 40.2
1998 18.7 51.7 54.2 45.8 45.1
1997 19.9 50.8 52.6 46.0 45.1
1996 18.3 53.5 53.7 43.0 43.6
1995 19.6 54.7 56.0 44.1 45.0
1994 21.1 55.3 57.1 48.1 47.9
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TABLE 10.4. PERCENTAGE REPORTING ALCOHOL USE 
IN THE PAST MONTH, BY AGE GROUP AND DEMOGRAPHIC
CHARACTERISTICS: NSDUH (NHSDA), 1994–2002, Cont’d.

Age Group (Years)
Demographic 
Characteristic 12–17 18–25 26–34 35+ Total

Race/ethnicity
White non-Hispanic

2002 20.1 66.8 66.7* 55.6* 55.0
2001 19.5 64.4 65.5* 52.7* 52.7
2000 18.4 63.3 63.7* 50.3* 50.7
1999 18.2 63.3 62.8* 49.9* 50.3
1998 20.9 65.0 65.2 56.2 55.3
1997 22.0 63.5 64.8 56.1 55.1
1996 20.4 65.5 66.0 54.3 54.2
1995 22.9 66.7 67.5 55.4 55.6
1994 23.9 68.2 68.6 56.2 56.7

Black non-Hispanic
2002 10.9 48.3 56.0* 40.1* 39.9
2001 10.6 46.5 47.5* 34.3* 35.1
2000 8.8 43.9 47.8* 32.8* 33.7
1999 9.7 43.4 44.8* 34.5* 34.3
1998 13.1 50.3 54.8 38.3 39.8
1997 16.3 46.6 51.0 40.9 40.4
1996 14.7 49.6 55.7 42.0 41.9
1995 15.5 47.8 55.0 40.2 40.8
1994 18.2 51.5 59.2 42.4 43.8

Hispanic
2002 16.6 49.8 51.2* 43.9* 42.8
2001 15.1 48.7 48.8* 39.4* 39.5
2000 16.8 44.7 47.7* 36.8* 39.8
1999 16.9 46.7 48.1* 38.2* 38.6
1998 18.9 50.8 53.1 47.7 45.4
1997 18.8 48.5 51.6 42.8 42.4
1996 19.9 49.8 50.6 44.0 43.1
1995 18.7 49.3 53.5 47.8 45.2
1994 18.3 53.6 56.6 50.0 47.7

Note: NSDUH = National Survey on Drug Use and Health; prior to 2002 it was called NHSDA =
National Household Survey on Drug Abuse.
*Low precision; no estimate reported.

Source: NIAAA, 2004c.
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twenty-five and twenty-six to thirty-four, college graduates, and those employed
full time. As shown in Figure 10.1, heavy alcohol use is more common among
young adults eighteen to twenty-nine years old; heavy and binge alcohol use are
both most prevalent among young adults aged twenty-one to twenty-five. The
gender gap in relation to alcohol use widens with increasing age.

Racial and ethnic comparisons show non-Hispanic whites reporting more
lifetime, past-year, and current alcohol use than blacks or Hispanics do. The over-
all figures for Hispanics are most similar to those of blacks; however, older His-
panics (aged thirty-five and older) report higher recent rates of past-year and
past-month alcohol consumption than do non-Hispanic blacks (see Tables 10.3
and 10.4). Adult white males (eighteen years and older) report greater current al-
cohol use than do females of the same age in any racial or ethnic group. Addi-
tionally, white adult females (eighteen years and older) report greater current
alcohol use than do black or Hispanic females of the same age. Rates of past-year
alcohol dependence show American Indian/Alaska Native populations with more
than double the national percentage: 8.3 percent of the population indicated past-
year alcohol dependence, compared to 3.2 percent of the national population
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TABLE 10.5. ALCOHOL USE IN LIFETIME, PAST YEAR, 
AND PAST MONTH AMONG PERSONS AGED 12 OR OLDER:

NUMBERS IN THOUSANDS, 2002 AND 2003 (PERCENTAGES).

Time Period

Lifetime Past Year Past Month

Drug 2002 2003 2002 2003 2002 2003

Alcohol 195,452 197,533 155,476 154,540 119,820 118,965 
(83.1%) (83.1%) (66.1%) (65.0%) (51.0%) (50.1%)

Binge — — — — 53,787 53,770
alcohol use1 (22.9%) (22.6%)

Heavy 15,860 16,144 
alcohol use1 — — — — (6.7%) (6.8%)

Note: — = Not available.
1Binge alcohol use is defined as drinking 5 or more drinks on the same occasion (that is, at 
the same time or within a couple of hours of each other) on at least 1 day in the past 30 days.
Heavy alcohol use is defined as drinking 5 or more drinks on the same occasion on each of 
5 or more days in the past 30 days; all heavy alcohol users are also binge alcohol users.

Source: SAMHSA, Office of Applied Studies, National Survey on Drug Use and Health, 2004.
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(SAMHSA, Office of Applied Studies, 2004). Estimates of per capita alcohol con-
sumption by state suggest that the District of Columbia and the following ten
states have the heaviest consumption: Nevada, New Hampshire, Alaska, Wiscon-
sin, Delaware, Arizona, Montana, Florida, Massachusetts, and Colorado (NIAAA,
2004d).

The latest figures available indicate that 38 percent of Americans totally ab-
stain from alcohol; 30 percent of American male adults and 39 percent of Amer-
ican female adults abstain from alcohol consumption (NIAAA, 2004b).

Data from the Epidemiologic Catchment Area Study (Robins & Regier, 1991)
showed, in general, a peak of alcohol abuse or dependence for both men and
women in the age group eighteen to twenty-nine years old, followed by declines
in the age groups thirty to forty-four, forty-five to sixty-five, and sixty-five and older.
The epidemiologic data gathered from African American respondents showed a
different age trajectory: there was a much smaller proportion of abuse or depen-
dence diagnoses in the age group eighteen to twenty-nine years than in the same
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AND HEAVY ALCOHOL USE, BY AGE, 2003.
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age group among whites, but starting with age thirty, the reported percentages of
abuse or dependence were higher among African Americans than among whites;
this was true for both men and women.

The epidemiologic literature provides targets for prevention and health pro-
motion programs and details differences that exist between genders, age groupings,
and ethnic or racial groupings in the U.S. population. As history demonstrates, Pro-
hibition (the Eighteenth Amendment) was not successful in deterring Americans’
use of alcoholic beverages. Recommending abstinence from alcohol is also not an
effective or accurate health education strategy. Furthermore, some health benefits
may apparently be gained from small or moderate amounts of alcohol.

The recent nutritional guidelines issued by the federal government list not
only the medical and social consequences of drinking but also note that moder-
ate drinking is associated with lower risk for coronary heart disease, mainly among
men over age forty-five and women over age fifty-five (U.S. Department of Health
and Human Services [USDHHS] & U.S. Department of Agriculture [USDA],
2000; Rimm, Klatsky, Grobbee, & Stampfer, 1996); and a good deal of medical
evidence exists to support that association (Renaud & DeLorgeril, 1992; Grøn-
bæk et al., 2000). Alcohol is a substance that when consumed in heavy amounts,
however, produces a number of negative consequences and can lead to poor
health outcomes.

Health care professionals need to recognize the relationship between heavy
or problem drinking—the consumption of large quantities of alcohol that can
produce health, social, and legal problems—and the diagnosable conditions of al-
cohol abuse and alcohol dependence. After an individual drinks one beer, glass of
wine, or mixed drink (about half an ounce of alcohol), his or her blood alcohol
concentration (BAC) is .02. With two and one-half beers, glasses of wine, or mixed
drinks the BAC rises to .05, judgment is more impaired, and inhibitions can be
decreased. The legal limit for blood alcohol concentration under driving while in-

toxicated (DWI) laws varies by state, from .08 to .10 grams per 100 milliliters. This
amounts, respectively, to about four or five beers, glasses of wine, or mixed drinks
(two and one-half ounces of alcohol). At ten beers, glasses of wine, or mixed
drinks (five ounces of alcohol), the BAC is .20, and the individual experiences
slowed reflexes. Fifteen beers, glasses of wine, or mixed drinks (seven and one-half
ounces of alcohol) yield a BAC of .30, a stupor, complete loss of coordination,
and little sensation. At twenty beers, glasses of wine, or mixed drinks (ten ounces
of alcohol) (BAC of .40), the person may be comatose, and breathing may cease
(Edlin & Golanty, 1992; Boston Women’s Health Care Collective, 1992). The cri-
teria for diagnoses are further described in the Diagnostic and Statistical Manual of

Mental Disorders (DSM-IV) (American Psychiatric Association, 1994).
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Risks for Substance Abuse

According to the traditional models of etiology and prevention, risk factors for al-
cohol or drug abuse among men and women include (1) alcoholism or drug abuse
in a family member, (2) disruptive early family experiences, (3) membership in peer
groups with heavy alcohol or drug use, (4) depression or antisocial personality fac-
tors, (5) life crises, (6) use of alcohol or drugs to relieve stress, (7) sociocultural factors
(for example, neighborhood, community distribution of consumption), and (8) the
degree of heavy drinking or drug use in the society. In addition, it is important to
take into account what the individual expects to happen with the use of alcohol. A num-
ber of experimental studies of the concept of expectancy posit that the individual’s
view of the effect of the alcohol or drug when it is ingested is an important aspect
of his or her attraction to it (see Blume, Lostutter, Schmaling, & Marlatt, 2003; Oei
& Young, 1987; Jaffe & Lohse, 1991; Christiansen, Goldman, & Brown, 1985).

Lower-Risk Use

Does healthy behavior require total abstinence from alcohol and drugs? A dis-
tinction must be made among the different classes, or categories, of drugs. Pre-
scribed and over-the-counter drugs that are taken for therapeutic purposes in
prescribed amounts can be beneficial to general health. The safety of therapeu-
tic drugs is monitored by the FDA and recommended dosages are well codified.
However, it is important to note that these drugs may be misused. When persons
are admitted to emergency departments and substance abuse treatment programs
with drug-related diagnoses, the drugs at issue may be therapeutic medications
(SAMHSA, Office of Applied Studies, 1996).

The use of banned substances, including cocaine, heroin, and marijuana, pro-
duces legal, medical, and psychological health consequences. Use of the social
drugs caffeine and nicotine raises other questions. Nicotine remains a major health
concern in the United States. Research on caffeine consumed in moderate
amounts has not found it to be a major health hazard. As pointed out earlier, some
writing documents a relationship between caffeine and benign breast disease and
coronary disease, but the evidence is ambiguous and studies have found few neg-
ative effects from small to moderate amounts of caffeinated beverages (Lamarine,
1994). Some research has suggested that long-term caffeine consumption is asso-
ciated with lower risk for type 2 diabetes (Salazar-Martinez et al., 2004).

The consumption of alcoholic beverages remains a controversial area of
health promotion. Several population studies from different countries indicate a
relationship between alcohol intake and mortality from all causes (Fuchs et al.,
1995; Grønbæk et al., 1994, 2000; Farchi, Fidanza, Mariotti, & Menotti, 1992;
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Klatsky, Armstrong, & Friedman, 1992; Yuan, Ross, Gao, Henderson, & Yu,
1997). For example, historically, cirrhosis death rates have been higher and car-
diovascular disease death rates lower in countries with higher per capita alcohol
consumption (World Health Organization [WHO], 1995; Embland, 1995; Re-
naud & DeLorgeril, 1992). Some studies have found an inverse relation between
incidence rates of coronary heart disease and wine consumption, but a weak or
nonexistent relation for the consumption of beer or spirits (Criqui & Rigel, 1994;
Renaud & DeLorgeril, 1992). Different types of alcoholic beverages have differ-
ent effects on mortality (Grønbæk et al., 2000; Hertog et al., 1995; Ruf, Berger, &
Renaud, 1995; Frankel, Kanner, German, Parks, & Kinsella, 1993). Recommen-
dations vary internationally regarding the benefits of moderate drinking (Shiflett,
1996; USDHHS & USDA, 2000). The view that small to moderate amounts of
alcoholic beverages may have beneficial health effects appears in the most recent
U.S. nutritional guidelines (USDHHS & USDA, 2000). This makes the question
of whether substance safety means total abstinence from alcohol a difficult one.

Currently, it can be concluded that a consideration of substance safety in re-
gard to alcohol points to the consequences of heavy consumption as a health risk.
The problem that remains is how to define small, moderate, and heavy amounts
of alcohol consumption. Based on current dietary guidelines, moderate drinking for
women is defined as an average of one drink or less per day; moderate drinking
for men is defined as an average of two drinks or less per day (USDHHS &
USDA, 2000; NIAAA, 1995a). Heavy drinking is consuming alcohol in excess of
one drink per day on average for women and greater than two drinks per day on
average for men (NIAAA, 2004a). Binge drinking is generally defined as having
five or more drinks on one occasion, meaning in a row or within a short period
of time (Naimi et al., 2003). Among women, because of their smaller body size
and hormonal and metabolic differences from men, binge drinking is often de-
fined as having four or more drinks on one occasion (NIAAA, 2004a; Wechsler &
Austin, 1998). Further, excessive drinking among men may be defined as more than
four drinks per day, or an average of more than two drinks per day over a seven-
or thirty-day period. Among women excessive drinking may be defined as more
than three drinks per day, or an average of more than one drink per day over a
seven- or thirty-day period (NIAAA, 2004a).

Current guidelines further specify that certain individuals should not drink at
all (USDHHS & USDA, 2000). These include children and adolescents; individ-
uals of any age who cannot restrict their drinking to moderate levels; women who
may become pregnant or who are pregnant; individuals taking prescription or
over-the-counter medications that can interact with alcohol; and individuals who
plan to drive, operate machinery, or take part in other activities that require at-
tention, skill, or coordination. Among these individuals any alcohol consumption

Substance Safety 343

Gorin.c10  2/14/06  9:14 AM  Page 343



may be too much. In addition, anyone who chooses to drink should be aware that
individual reactions to alcohol can vary greatly. The recommended alcohol re-
strictions for women who are or may become pregnant is directed at least in part
to the prevention of fetal alcohol syndrome, a confluence of clinical symptoms
that includes growth retardation, central nervous system deficits, and altered fa-
cial features and that has been associated with moderate to heavy drinking by
women during pregnancy (Centers for Disease Control and Prevention [CDC],
1997).

Minimizing Negative Health Consequences Related to Substance Use

Approaches to minimizing the negative health consequences of various classes of
drugs will differ. When medication and over-the-counter drugs are being pre-
scribed, the individual patient’s understanding of the prescribed medications, abil-
ity and willingness to use the prescription as given, and the health care provider’s
training must be considered. Health care providers are trained to prescribe but
not always adequately trained or reimbursed to counsel the patient. Both are im-
portant to client change.

The potential negative consequences of illegal substances are well docu-
mented. Some illegal substances create more negative health outcomes than oth-
ers (for example, cocaine used regularly has swift and complex negative health
effects) (Thompson, 2003; Bouknight & Bouknight, 1988; Woods, 1977; Billman,
1995; Thadani, 1995). Additionally, some individuals, due to their genetic pre-
dispositions or developmental stages, are more sensitive and susceptible than
others to the effects of these drugs (Morse, Erwin, & Jones, 1995). Some of the
banned substances do have medical uses (for example, the use of marijuana in
glaucoma treatment or to alleviate chemotherapy responses); however, the fore-
going discussion pertains to their recreational uses.

In terms of the legal drugs caffeine and alcohol, the key is moderation. The
use of caffeinated or alcoholic beverages in modest amounts appears to do little
harm to most adults, although there are persons who have genetic, familial, or
personality vulnerability and probably should avoid such drugs (Simmons, 1996;
Hinds, West, Knight, & Harland, 1996; USDHHS & USDA, 2000; Ozkaragoz,
Satz, & Noble, 1997). Moderation is usually defined by the family, social groups, and
community to which an individual belongs. Moderation may also be character-
ized as low-risk drinking, or alcohol use that does not lead to problems. Low-risk
drinkers do not engage in binge drinking—more than two drinks per occasion for
women or four for men—or in excessive regular drinking, more than seven drinks
a week for women or fourteen for men (NIAAA, 1995a, 1995b, 2004a). With to-
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bacco there is little ambiguity: the safest course is abstinence, and there is no sub-
stance safety in any tobacco alternative.

Substance-Related Health Promotion for Special Groups

Although the course and consequences of alcohol abuse and alcohol dependence
may be about the same for all persons (Schuckit, 1991), the importance of tailor-
ing health promotion scripts to specific populations cannot be overemphasized.

Gender. Research in the field of alcohol studies has clearly demonstrated that
women are more vulnerable than men to some consequences of heavy use. They
are, for example, more likely to develop medical problems related to heavy alco-
hol intake, particularly liver disorders. The enhanced vulnerability of women to
developing alcohol-related diseases may be due to their higher blood alcohol lev-
els after drinking, but the mechanism for this effect has been debated. The gen-
der difference in alcohol levels is due mainly to a smaller gastric metabolism 
in females (Baraona et al., 2001). Alcohol use may have effects on sex steroid lev-
els, partially contributing to increased cancer risk (Onland-Moret, Peeters, van
der Schouw, Grobbee, & van Gils, 2004; Johnson & Williams, 1985). Women who
are problem drinkers are at greater risk of alcoholic cardiomyopathy than are men
who are problem drinkers (Urbano-Marquez et al., 1995). The prevalence of
alcohol-dependent women with dilated cardiomyopathy has been shown to be
similar to that among alcohol-dependent men, but women require a lower total
lifetime dose of ethanol to develop the disease (Fernandez-Sola et al., 1997). There
are also problems associated with drinking during pregnancy, as mentioned ear-
lier, and issues regarding double-standard social attitudes toward heavy drinking
and intoxication in men and women. Traditionally, from a societal standpoint, in-
toxication has been more stigmatizing for women than for men.

Minorities. Rates of alcohol use and misuse vary by race and ethnicity. Nationally
representative samples of youths show different substance use patterns among ado-
lescents from different ethnic groups (CDC, 2000). For the white population, the
youthful years are the most risk laden; for African Americans and other minority
groups the pattern is different. African American youths, for example, are less likely
than white youths to be alcohol or drug users (Catalano et al., 1993; Ellickson,
Collins, & Bell, 1999; Merrill, Kleber, Shwartz, Liu, & Lewis, 1999; Wallace, 1994).
In 2003, whites were more likely than any other racial or ethnic group to report cur-
rent use of alcohol, with an estimated 54.4 percent of whites reporting past-month
use (SAMHSA, Office of Applied Studies, 2004). African Americans reported the
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lowest rates among all racial or ethnic groups of current past-month alcohol use,
with 37.9 percent reporting such use. In the same study differences between whites
and blacks narrowed with alcohol misuse patterns. The rate of binge alcohol use
was 15.9 percent for whites and 14.5 percent for blacks; the rate of heavy alcohol
use was 7.7 percent among whites and 4.5 percent among blacks (SAMHSA, Of-
fice of Applied Studies, 2004). In one study of elderly people who were alcohol
dependent (Gomberg, 1995), African American men drank more heavily, mani-
fested more negative health and community consequences, and were more likely
than white men to use a variety of substances. All of these factors must be con-
sidered in prevention and health promotion strategies.

Age. It is obvious that alcohol and drug use patterns vary at different stages of the
individual’s life span. It is also clear that specific health promotion strategies need
to be designed for youths and adolescents, for young adults, for the middle-aged,
and for older adults. Health promotion strategies are not a case of one size fits all.
Although numerous prevention programs have been developed and implemented
for young persons and adolescents in the past two decades, many providers teach ef-
fective content but few use effective delivery techniques; the transfer to practice of
research knowledge about school-based substance use prevention, including binge
drinking, has been limited (Ennett et al., 2003). Health strategies for adults must
address issues of marriage, occupation, and parenting. The middle-age and older
years present some particular issues too; for example, for older persons the possi-
bility of medication interactions and of alcohol and medication interactions is a
major issue, and there are issues surrounding the life span of women (Blow, 1998a;
Barry, Oslin, & Blow, 2001; Barry, Blow, & Oslin, 2002).

Older Adults. Older adults present special concerns when criteria for drinking and
medication use are being set. Understanding alcohol use among older adults is im-
portant because what might be considered light or moderate drinking for younger
individuals may have untoward health effects in an older person; compared to
younger adults the elderly also have an increased sensitivity to over-the-counter and
prescription medications (Blow, 1998a, 1998b; Finch & Barry, 1992; Barry, Oslin,
& Blow, 2001; Barry, Blow, & Oslin, 2002). Older individuals experience an age-
related decrease in lean body mass compared to total volume of fat, and the resul-
tant reduction in total body volume increases the total distribution of alcohol and
other mood-altering chemicals in the body. Central nervous system sensitivity in-
creases, and liver enzymes that metabolize alcohol and certain other drugs are less
efficient with age. Comparable amounts of alcohol produce higher blood alcohol
levels in older adults than in younger persons and may exacerbate other health prob-
lems such as chronic illness, poor nutrition, and polypharmacy (Lucey, Hill, Young,
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Demo-Dananberg, & Beresford, 1999; Vogel-Sprott & Barrett, 1984; Vestal et al.,
1977). Symptoms of harmful drinking may be less visible among older adults be-
cause they may be masked by social, medical, or psychological conditions.

Heavy alcohol use is associated with a number of adverse health effects in the
older population. These include greater risk for harmful drug interactions, injury,
depression, memory problems, liver disease, cardiovascular disease, cognitive
changes, deficits in physical functioning, pain, and sleep problems (Barry, 1997;
Blow et al., 2000; Gambert & Katsoyannis, 1995; Liberto, Oslin, & Ruskin, 1992;
Wetle, 1997).

The potential interaction of medication and alcohol is of great concern with
this age group. For some clients, any alcohol use at all combined with the use of
specific over-the-counter or prescription medications can result in problematic
consequences. Therefore alcohol use recommendations are generally lower than
those for adults aged sixty-five and younger and are usually made on a case-by-
case basis. To determine the prescription and over-the-counter medication use of
older clients, the health care professional can use the brown bag approach: ask
clients to bring to their next office visit a brown paper bag that contains every
medication they take. This will provide an opportunity to better determine po-
tential medication problems.

Categories of Substance Use

Psychoactive drugs may be sanctioned medically to modify or control moods; how-
ever, any use of a psychoactive substance to change a person’s state of mind that
is harmful to that individual or others is considered abuse. The concepts of abuse

and dependence pertain to both alcohol and drugs. Definitions for adults of low-risk,
at-risk, and problem use focus primarily but not exclusively on alcohol (Barry,
1997). To determine whether a client could benefit from drinking less or needs to
stop entirely, it is necessary to use operating definitions of varying levels of alco-
hol and drug use.

Low-risk drinking is alcohol use that does not lead to problems. Persons in this
category can set reasonable limits on alcohol consumption and do not drink when
pregnant or trying to conceive, driving a car or boat, operating heavy machinery,
or using contraindicated medications. As stated earlier they do not engage in binge
drinking—more than two drinks for women or four drinks for men per occasion—
or in excessive regular drinking—more than seven drinks a week for women and
fourteen drinks a week for men (NIAAA, 1995a). Low-risk use of medications or
drugs would include having the individual use an antianxiety medication for an
acute anxiety state according to the physician’s prescription (Trachtenberg &
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Fleming, 1994). Low-risk clients can benefit from prevention messages but do not
need interventions. Prevention messages follow this format: “Our goal is to pre-
vent future health problems. Your exercise program looks good and your weight
has remained stable. Since you have no family history of alcohol or drug prob-
lems and are taking no medication to interfere with alcohol, not exceeding a glass
of wine a few times a week should not cause any additional problems for you”
(Barry, 1997, p. 354).

Alcohol consumption that increases the chances for a person to develop prob-
lems and complications is called at-risk drinking. Women who consume more than
seven drinks per week, men who consume more than fourteen drinks per week,
and persons who drink in risky situations are considered to be at-risk drinkers. Al-
though these individuals may not currently have a health problem caused by al-
cohol, they may be experiencing family and social problems, and if this drinking
pattern continues over time, health problems could result. In general, any illegal
drug use is considered at-risk use, warranting further discussion.

Individuals who engage in problem drinking consume alcohol at a level that has
already resulted in adverse medical, psychological, or social consequences. Poten-
tial consequences can include accidents and injuries, legal problems, sexual be-
havior that increases the risk of HIV infection, and family problems (Barry &
Fleming, 1994). It is important to note that some persons who drink small amounts
of alcohol, such as elderly individuals (see the “Older Adults” section) or persons
with severe medical or psychiatric problems, may also experience alcohol-related
problems. With special populations the presence of consequences, rather than
quantity and frequency of alcohol use, should drive the need for intervention.

Alcohol or drug dependence refers to a medical disorder characterized by loss
of control, preoccupation with alcohol or drugs, continued use despite adverse
consequences, and physiological symptoms such as tolerance and withdrawal
(American Psychiatric Association, 1994). A wide range of legal and illegal sub-
stances can be addictive. Motivational interviewing interventions can be especially
helpful with this group of drinkers in defining the problem and assisting them to
engage in more structured treatment as necessary (Miller & Rollnick, 1991).

Alcohol-Related Interventions

Alcohol interventions were developed based on principles originally used in the
original smoking cessation studies. Scripts for reducing alcohol use thus have sim-
ilarities to smoking cessation scripts. The main difference is the focus of the inter-
vention. Smoking scripts are designed with the ultimate goal of smoking cessation;
alcohol intervention scripts are based on motivational interviewing principles and
are often designed to assist the at-risk or problem drinker in cutting down on al-
cohol use. If cutting down is ineffective, abstinence then becomes the goal.
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All the alcohol-related brief interventions include the use of assessment and
direct feedback, contracting and goal setting, behavioral modification techniques,
and written materials such as self-help manuals. A number of trials have demon-
strated the efficacy of brief advice in reducing alcohol use.

Kristenson, Ohlin, Hulten-Nosslin, Trell, and Hood (1983) reported the re-
sults of a trial conducted in Malmö, Sweden, in the late 1970s, in which the sub-
jects were advised in a series of health education visits to reduce their alcohol use.
They subsequently demonstrated significant reductions in gamma glutamyl trans-
ferase levels and in health care utilization up to five years after the brief inter-
ventions. Wallace, Cutler, and Haines (1988), in the Medical Research Council
trial, conducted in forty-seven general practitioners’ offices in Great Britain, found
significant reductions in alcohol use by the intervention group as compared with
the control group twelve months after the intervention. The World Health Organi-
zation trial, conducted in ten countries, found similar differences in alcohol use
between the study and control groups (Babor & Grant, 1992). A recent review of
the research indicates brief behavioral counseling interventions for risky or harm-
ful alcohol use among adult primary care patients reduced consumption levels
and improved drinking patterns over time and are an effective component of a
public health approach to reducing risky or harmful alcohol use (Whitlock et al.,
2004).

A brief, randomized controlled alcohol intervention trial was conducted in
the United States, with sixty-seven community-based primary care physicians serv-
ing as intervenors. A total of 392 at-risk or problem drinkers aged sixty-five or
younger received a physician-delivered brief advice protocol (the control group
consisted of 382 individuals). The main outcome variables of this Trial for Early
Alcohol Treatment (Project TrEAT) were decreased alcohol use, emergency de-
partment visits, and hospital days. At baseline the study and control groups were
comparable on alcohol use, age, socioeconomic status, smoking status, rates of de-
pression or anxiety, frequency of conduct disorders, lifetime drug use, and health
care utilization. At the time of the twelve-month follow-up, compared with the
control group, the experimental group showed a significant reduction in seven-
day alcohol use (t = 4.33, p < .001), episodes of binge drinking (t = 2.81, p < .001),
and frequency of excessive drinking (t = 4.53, p < .001). (A p value of <001 indi-
cates a less than a 1 in 1,000 probability that this result would have occurred by
chance alone.) Chi-square tests of independence revealed a significant relation-
ship between group status and lengths of hospitalization over the study period for
men (p < .01) although not for women. (A p value of <.01 indicates a less than a
1 in 100 probability that this result would have occurred by chance alone.)

Project TrEAT provided the first direct evidence that physician intervention
with at-risk and problem drinkers decreases alcohol use and health resource uti-
lization in a community-based U.S. health care system (Fleming et al., 1997). The
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basic design of most brief intervention studies is a randomized controlled trial of
individuals with at-risk or problem-drinking patterns who are assigned either to an
experimental condition, ranging from one to ten sessions, or to one or more con-
trol conditions (Kristenson et al. 1983; Chick, 1988; Heather, Campion, Neville,
& MacCabe, 1987; Wallace et al., 1988; Persson & Magnusson, 1989; Harris &
Miller, 1990; Anderson & Scott, 1992; Babor & Grant, 1992; Fleming et al., 1997).
Overall, eight of the nine randomized controlled studies conducted have found sig-
nificantly greater improvements in drinking outcomes for the brief intervention
group compared with the control group.

Studies of Strategies to Change Drinking Behavior

Studies of brief interventions for alcohol problems have used various approaches
to change drinking behaviors. Strategies have ranged from relatively unstructured
counseling and feedback to more formal structured therapy and have relied heav-
ily on concepts and techniques from the behavioral self-control training (BSCT)
literature (Miller & Taylor, 1980; Miller & Hester, 1986; Miller & Munoz, 1976;
Miller & Rollnick, 1991). Drinking goals of brief treatment interventions are flex-
ible, allowing the individual to choose drinking in moderation or abstinence. The
overall goal of brief counseling is to motivate the problem drinker to change his or
her behavior, not to blame himself or herself or to assign blame.

Most studies of brief alcohol intervention have explicitly excluded dependent
drinkers with significant withdrawal symptoms. The rationale for this has been
that alcohol-dependent individuals, those affected most severely by alcohol, should
be referred to formal specialized alcoholism treatment programs because their
conditions are not likely to be amenable to a low-intensity intervention (Institute
of Medicine, 1990; Babor, Ritson, & Hodgson, 1986). One study has addressed
the validity of that assumption. Sanchez-Craig, Neumann, Souza-Formigoni, and
Rieck (1991) found no significant differences in rates of abstinence or moderate
drinking when comparing the treatment outcomes of severely alcohol-dependent
men and non-alcohol-dependent men twelve months after they received brief
treatment in Toronto and Brazil. Additionally, rates of spontaneous remission of
alcoholism suggest that some members of the most severely alcoholic population
will reduce their drinking or stop drinking without formal intervention (Institute of
Medicine, 1990). The Project MATCH Research Group (1997) attempted to as-
sess the benefits of matching alcohol-dependent clients to three different treat-
ments (cognitive behavioral coping skills therapy, motivational enhancement
therapy, or twelve-step facilitation therapy) with reference to a variety of client at-
tributes. Results indicated little difference in outcomes by type of treatment, but
client attributes of motivational readiness, network support for drinking, alcohol
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involvement, gender, psychiatric severity, and sociopathy were prognostic of drink-
ing outcomes over time. The findings suggested that psychiatric severity should
be considered when assigning clients to various forms of outpatient treatment.

Substance Safety Tools and Script

The following case example and script provide basic tools the health care profes-
sional can use to assess and intervene with an at-risk drinker. Other drug or med-
ication use can be assessed using this same model. Following the script and
adapting it to the individual’s drinking level and gender, as in the case example,
will provide the framework to assist clients in managing their alcohol intake. The
recommendations for the client in the case example are based on the definitions
described earlier in this chapter and the “health promotion matrix” described in
Chapter Two (and see Sheinfeld Gorin & Arnold, 1998).

Case Example: Substance Safety

This case involves a thirty-four-year-old mother of two daughters, aged eight and ten.
She is a secretary at a large marketing firm and was recently divorced. She shares child
custody with her ex-husband. She has been experiencing stomach pain, difficulty in
sleeping, mild hypertension, and stress at work and at home. She recently tripped and
fell while getting out of the shower.

Goals for the Future

The health care professional works with the client to discuss her goals for herself in the
next six months. The client’s idealized picture of health may include the use of alco-
hol. In the case of the thirty-four-year-old woman, the image that she holds of herself
with a drink in her hand is one of a relaxed and confident person. This influences her
subsequent behavior in that she may see herself as healthier with than without the use
of alcohol. The image the client holds in her mind that shows her healthier while drink-
ing may be reinforced by the media, thus solidifying her idealized positive view of her-
self. To begin, the health care professional accepts the client’s picture. As they work
through health promotion activities, however, the health care professional collabo-
rates with the client to modify the image and to make it more reflective of the posi-
tive and negative consequences of drinking and other risky substance use. The health
care professional asks these questions:

Tell me what you see when you picture yourself as a healthy person.

What kinds of activities do you see yourself doing?

How would you feel physically? Emotionally?
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Developing a Discrepancy

The health care provider works with the individual to develop a discrepancy between
current circumstances and what the person desires for the future. This is done by ask-
ing screening questions and discussing current health status, the types of drinkers in
the United States, and the person’s reasons for drinking. The health care professional
begins by asking a set of screening questions related to drinking patterns and other
health habits (often including smoking and nutrition [see Chapters Five and Nine]).
Questions about alcohol use are generally part of an overall health assessment. The
responses to these queries enable the health care professional to determine whether
the client is at risk and to customize the client feedback.

The health care professional then discusses the client’s health status, including
physical and emotional functioning. Some examples of problems resulting from risky
drinking behaviors include difficulties with stress, sleep, family, stomach pains, de-
pressed feelings, and accidents or injuries.

This element is followed by a discussion of the types of drinkers in the United
States or elsewhere, as geographically appropriate. The health care professional places
the individual’s drinking pattern into the population norms for her age group. Using
principles of motivational interviewing, the health care professional works to move the
individual toward a commitment to change.

This section of the intervention ends with a discussion of the individual’s reasons
for drinking. This is particularly important because the health care professional needs
to understand the role of alcohol in the life context. Here is an example:

Provider: From the screening questions you completed as part of your health assess-
ment, you indicated that you walk three times a week for one-half to one
hour. Do you have friends who walk with you? Where do you walk?

Client: I walk with another woman in my neighborhood.
Provider: That’s great. I’m glad to hear that you are getting some good exercise. Your

weight has stayed the same for quite a while now. You said that you
stopped smoking four years ago. I know that was hard to do, but it’s one of
the best things you could do for your health.

On the screening, you indicated that, on average you drink alcohol six 
days a week and drink two to three drinks at a time. Tell me, how do you
see your current health status? What kinds of issues are causing you the
most stress at this time? How do you feel physically? Emotionally?

National guidelines recommend that women your age drink no more
than seven drinks per week. Your pattern of alcohol use fits into the at-risk
drinking category. You have also indicated that you have some sleep prob-
lems, stomach pains, and fell in the bathroom and that you feel a very real
loneliness since your divorce.
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Minimize Health-Depleting Patterns

At this point, the health care professional discusses the consequences of the individ-
ual’s at-risk or heavy drinking pattern to encourage change. Often myriad physical,
psychological, social, and economic aspects of the at-risk drinker’s life have already
been affected by drinking. These are addressed by the health care professional to
move the person toward change.

Provider: You are drinking at a risky level at this time. I know that you have been ex-
periencing a lot of stress. Sometimes people use alcohol to help in coping
with stressful situations. I am concerned about some of the health problems
you’ve had and your loneliness, and I think your alcohol use may be mak-
ing these other problems even worse, rather than helping you cope with
them.

Optimize Health-Supportive Patterns

The reasons to cut down or to quit drinking are emphasized at this point, and a drink-
ing agreement or plan for change is negotiated and summarized. Maintaining good
work and family relationships is often an important reason to control alcohol intake,
and families can sometimes serve as primary supports for change.

During the discussion of the drinking agreement the client may negotiate for a
higher level of drinking that is still within the national guidelines. Some at-risk drinkers
are not willing to decrease consumption to the recommended levels of use. In this in-
stance the health care professional should negotiate the lowest temporary limit pos-
sible and note that changing behavior is an ongoing process and that drinking limits,
as well as other issues, can be discussed at subsequent visits.

Negotiated and written drinking agreements that are signed by the individual re-
ceiving the intervention and the health care professional are particularly effective in
changing drinking patterns. It is important to summarize expectations and to set a
follow-up appointment in one month.

Provider: Remember your drinking limit for the next month is [specify the number]
beverages. [State the agreement.] Think of an activity you do frequently
every day. Whenever you do that activity, think of your reasons to cut
down on drinking. Every time you are tempted to drink more than allowed
in the agreement and can resist, congratulate yourself on breaking an old
habit and helping yourself. A follow-up visit is important to assess your
progress and any problems that occur. I’ll see you in one month on [spec-
ify the date].
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Strategies That Promote Change

Strategies that are useful for cutting down or quitting include developing social op-
portunities that do not involve alcohol, getting reacquainted with hobbies and inter-
ests, and pursuing new activities unrelated to alcohol use.

The health care professional states his or her recognition of the effects of the at-
risk drinker’s social isolation, boredom, and negative family interactions (which can
present special problems to those who drink) and works with the individual to develop
strategies to deal with these issues. Role-playing specific situations can be helpful.

Any progress toward the goal needs to be rewarded. Risky situations need to be
assessed to develop coping strategies. For example:

Provider: From your drinking diary cards, it looks like you did a very good job working
toward your goal.

Provider: Congratulations! The only times you drank more than one drink a day were
Sundays. What was happening on those days? Let’s look at some ways to
cope with days that are more stressful.

Summary

Potentially unsafe substances may be classified as prescribed and over-the-counter
drugs; banned “street” drugs, such as marijuana, cocaine, and heroin; alternative
medicines, such as herbs and vitamins; and social drugs, such as nicotine, caffeine,
and alcohol. Alcohol is among the more widely used risky substances. Because the
rates and effects of immoderate drinking differ by age, gender, and minority or racial
status, strategies to promote moderate drinking should be customized. Each client
should be screened by the health care professional for at-risk use of alcohol. A brief,
focused script, designed for an adult outpatient population, may be effectively used
to reduce drinking through direct feedback, a behavioral contract, goal setting, and
social reinforcement. Clients may be encouraged to reduce their drinking, rather
than eliminate it entirely. (See Exhibit 10.1 on page 360 for a list of helpful online
resources.)
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EXHIBIT 10.1. HELPFUL RESOURCES.

Al-Anon/Alateen, http://www.al-anon.alateen.org

This Web site describes the Twelve Steps, Twelve Traditions, and Twelve Concepts 
of Service adapted from AA for families and friends of alcoholics. It also lists local
groups. Information is also available from Al-Anon Family Group Headquarters, Inc.,
1600 Corporate Landing Pkwy., Virginia Beach, VA 23454-1655; phone: (757) 563-
1600; fax: (757) 563-1655.

Alcoholics Anonymous (AA) World Services, Inc., http://www.alcoholics-anonymous.org

This Web site provides information and resources on AA programs in English, Span-
ish, and French.

National Clearinghouse for Alcohol and Drug Information, http://www.health.org/
research/library.aspx

The PREVLINE, or Prevention Online, allows access to databases and substance
abuse prevention materials that pertain to alcohol, tobacco, and illegal drugs.

Substance Abuse & Mental Health Services Administration, http://www.findtreatment.
samhsa.gov

This site allows its users to search for local treatment programs by facility function
(for example, substance abuse treatment, methadone treatment, detoxification),
type of care (for example, inpatient or outpatient), subpopulation (for example,
youths, dually diagnosed), special language services, and payment type (for exam-
ple, Medicare, Medicaid).

National Institute on Alcohol Abuse and Alcoholism (NIAAA), http://www.niaaa.nih.gov

On this site the NIAAA, part of the U.S. Department of Health and Human Services,
lists publications and databases that provide information on alcohol problems, as
well as referrals and links to other organizations and associations.
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Injury is the third leading cause of death in the United States and is the lead-
ing cause of death for children and young adults (Centers for Disease Control

and Prevention [CDC], 2005a). Each year about 149,000 injury-related deaths
result in 3.7 million potential years of life lost before the age of sixty-five. Every
year nonfatal injuries account for 114 million visits to physicians’ offices and more
than one-quarter of the total visits to emergency departments. Injuries are the
leading cause of hospital admissions for persons younger than forty-five years, and
in 2005 alone, one in four Americans will suffer a potentially preventable injury
serious enough to require medical attention.

In many respects injury is today’s primary public health problem for Ameri-
cans younger than forty-four years. Injuries among Americans of all ages could
be dramatically reduced if health promotion approaches were used to prevent
and control injuries.

Injury as a Public Health Problem
According to the National Academy of Sciences (1988), injury is probably the most
underrecognized major public health problem facing the nation today. Each year
injury is the number one cause of death among school-age children and youths, in
virtually every country in the world. Yet until recently, injury prevention was not
recognized as a public health issue.

CHAPTER ELEVEN

INJURY PREVENTION

David A. Sleet
Andrea Carlson Gielen

Y
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Injury is now recognized as a health problem that can best be understood and
controlled by using the same approaches used against other diseases. Injury re-
sults from interactions between persons (host factors), energy (agent and vehicle
factors), and the environment (environmental factors) (Haddon, 1970). This epi-
demiologic approach to understanding injury is the foundation on which health
promotion strategies to injury reduction are applied.

Injury can be controlled by reducing the number of times potentially injuri-
ous events occur and by reducing the severity when injury events do occur. In pub-
lic health, injury is defined as “unintentional or intentional damage to the body
resulting from acute exposure to thermal, mechanical, electrical, or chemical en-
ergy or from the absence of such essentials as heat or oxygen” (National Commit-
tee for Injury Prevention and Control, 1989). In the case of a sports injury, damage
to the host (the person harmed) is brought about through a rapid transfer of ki-
netic energy. This exchange of energy can be modified in several ways—for in-
stance, by making the host more resistant to it (by increasing injury tolerance) or
by separating the host from the kinetic energy exchange (for example, interposing
protective equipment between the host and the energy source) (Haddon, 1970).

Although injury is a public health problem, to solve it takes professionals from
many disciplines, such as nurses, health educators, school teachers and officials,
nursing home and hospital administrators, psychologists, social workers, police,
product engineers, highway planners, criminologists, playground designers, sports
physicians, coaches, and occupational safety managers. To be successful, injury
prevention strategies require collaboration.

Injury or Accident?

Injury does not happen by accident. Accidents are not predictable or preventable.
The Oxford English Dictionary defines the term accident as “an event without appar-
ent cause . . . unexpected—happening by chance.” The word injury has its root in
the Latin term injurius, which means “unjust” or “not right.” Funk and Wagnalls’
Standard College Dictionary of 1966 defines injury as “harm, damage, or grievous
distress inflicted or sustained.” Because the term accident implies an unavoidable
event, it should not be used when referring to injury, which is a predictable med-
ical outcome. The science of injury prevention teaches that injuries are not acci-
dental or random events—they are predictable, and many are preventable through
changes in products, human behavior, and environments. Using terms such as in-

jury prevention rather than accident prevention helps make clear the potential for pre-
venting these adverse medical outcomes. Former U.S. surgeon general C. Everett
Koop underscored this distinction in his preface to Injury Prevention: Meeting the Chal-

lenge (National Committee for Injury Prevention and Control, 1989) when he said:
“We must accept that the injuries associated with motor vehicles are not ‘acci-
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dents’ and that much can be done to reduce them. We must realize that violence
in the forms of abuse, assault or suicide is not only within the purview of the po-
lice and the criminal justice system but also the health system. An informed and
aroused public can change the behavior of each of us, but more importantly, it
must lead to community outrage and action in regard to unsafe playgrounds, au-
tomobiles, highways, work places, toys, homes and use of handguns” (p. ii).

Professionals in the injury prevention field should be encouraged by the find-
ings that a majority among the public believe that accidents and injuries are pre-
ventable (Girasek, 1999). Focusing on prevention of both the injury event and its
medical, social, and economic consequences may help us to reframe the issue of
injury within a disease prevention and health promotion framework.

Causes of Injury

A specific cause of injury is the transfer of energy to a person at rates and in
amounts more than the tolerance of human tissue (De Haven, 1942). The amount
of the energy concentration that is outside the tolerance of tissue usually determines
the severity of the injury. The terms injury and trauma are often used interchangeably.

Two generally recognized categories of injuries are unintentional injuries (caused
by unintentional means: for example, falling; drowning; poisoning; or experienc-
ing a motor vehicle, pedestrian, or motorcycle crash) and injuries from violence (in-
tentionally inflicted: for example, homicide, assault, child maltreatment, elder
abuse, or suicide). Domestic violence, particularly to children and youths, is one
form of intentional injury in which the health care professional is generally legally
obligated to intervene, and it is discussed in Chapter Twelve. Homicides and sui-
cides are also explored in part in Chapter Twelve. We focus in this chapter prin-
cipally on unintentional injuries.

Although there are many kinds and causes of injury, the following two main
categories prevail:

1. Acute exposure to energy: refers to injuries resulting from falls, motor vehicle
crashes, firearms, violence, and sports play (kinetic energy); fires and burns
(thermal energy); poisonings (chemical energy); electrocution (electrical en-
ergy); and radiation (radiant energy)

2. Absence of essentials: includes lack of oxygen (for example, as occurs in asphyx-
iation, strangulation, or drowning) and lack of heat (for example, as occurs
in hypothermia or frostbite)

Magnitude of the Injury Problem

Like diseases, injuries have geographic, socioeconomic, and seasonal variations.
Injuries also vary according to characteristics of persons (for example, age, sex,
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income) and of persons’ environments (for example, neighborhood, workplace,
or home). Injury epidemiology has developed as a way to understand and explain
these variations and as a way to target specific interventions to reduce injuries
among persons in specific high-risk populations.

Table 11.1 shows the ten leading causes of death by age group in 2001. In-
jury (including unintentional injury, homicide, and suicide) is the leading cause of
death for each age group category from ages one to forty-four years. Uninten-
tional injuries dominate, with homicide and suicide occupying prominent places as
major causes of death for those aged ten to thirty-four years.

Table 11.2 shows the number of deaths caused by each injury type and the
rates per 100,000 population (including age-adjusted and crude rates) by gender
in the United States in 2002. In sheer numbers in 2002, motor vehicle crashes
were the leading cause of injury-related deaths, followed by suicide, homicide,
falls, poisonings, drownings, and fires. Violence, when measured by the number
of deaths resulting from both suicide and homicide, exceeds the combined total
of both motor vehicle- and fall-related deaths. Among males, violent deaths ex-
ceeded the combined total of deaths resulting from motor vehicle crashes, falls,
drownings, and fires.

Deaths are only a part of the devastating effects of injury on society. Each
year about 1.5 million Americans sustain a traumatic brain injury (TBI). That’s
eight times the number of people diagnosed with breast cancer each year. Ap-
proximately one in four adults with TBI is unable to return to work one year after
injury. It is estimated that 10,000 persons are hospitalized each year with a spinal
cord injury, and about 200,000 persons live their entire lives with permanent ef-
fects from this type of injury (National Center for Injury Prevention and Control,
2001). Although motor vehicle crashes, firearms, falls, poisonings, fires and burns,
and drownings account for 80 percent of deaths resulting from injury each year,
they account for only about 36 percent of treated injuries not requiring hospital-
ization. (See Table 11.3.)

The costs of injury are enormous. In 2000, the United States spent $117 bil-
lion, or 10 percent of medical expenditures, on injury-related medical care (CDC,
2004).

The Epidemiology of Injury

The model developed to explain the epidemiology of infectious and chronic dis-
ease can be applied to injury (Gordon, 1949). This model considers the contri-
bution of and interaction between the host (the person getting the disease), the
agent (the specific disease-causing element) and vector (the carrier transmitting
the agent to the host), and the environment (the physical and sociocultural factors
influencing transmission and reception) (Haddon, 1980).
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Injury results from the interaction between injury-producing agents (for ex-
ample, kinetic energy), the environment (for example, a playground), and a sus-
ceptible host (for example, a young and curious child). Injury can be controlled
by preventing its occurrence or by minimizing its severity when it does occur. In
the case of motor vehicle–related injury, damage to the host is caused by a rapid
transfer of kinetic energy when the vehicle stops suddenly. Changing this pattern
of energy transfer (either by making the host more resistant to it or by separating
the host from the energy exchange) is part of the science of injury control.

When this model is applied to smoking it shows how host factors (amount
smoked, depth of inhalation), agent factors (tar and ciliotoxins), and environmental
factors (secondhand smoke, social pressure) each contribute to smoking-related
morbidity and mortality. This model can be used similarly in injury control, show-
ing, for example, the factors in injury morbidity and mortality resulting from traf-
fic crashes (Figure 11.1). Host factors include age, inexperience at driving, and
alcohol or drug use. Environmental factors include road surfaces, road signs, and

Injury Prevention 367

TABLE 11.2. NUMBER OF DEATHS CAUSED BY 
INJURY AND RATES PER 100,000 UNITED STATES 

POPULATION—ALL AGES AND RACES, BY SEX, 2002.

Males Females Total

Crude Age-Adjusted 
Cause No. Rate No. Rate No. Rate Rate*

Motor vehicle 29,989 21.2 14,076 9.6 44,065 15.3 15.2

Suicide 25,409 18.0 6,246 4.3 31,655 11.0 10.9

Homicide/legal 14,009 9.9 4,013 2.7 18,022 6.3 6.2
intervention

Fall 8,463 6.0 7,794 5.3 16,257 5.7 5.6

Poisoning 12,059 8.5 5,491 3.8 17,550 6.1 6.1

Drowning/ 2,761 2.0 686 0.5 3,447 1.2 1.2
submersion

Fire/flames 1,935 1.4 1,224 0.8 3,159 1.1 1.1

Other injury 17,184 12.1 9,930 6.8 27,114 9.4 9.4
deaths

Total 111,809 79.0 49,460 33.8 161,269 56.0 55.7

Note: Standard population is 2000 United States all races and both genders. NCHS ICD-10 Preliminary
Data are used for number of deaths; U.S. Census Populations with Bridged Race Categories provided by
the National Center for Health Statistics (NCHS) are used for population numbers.
*Age-adjusted rate excludes those whose ages are unknown.

Source: CDC, 2005a. Thanks to Dionne D. White for providing these data.
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traffic conditions. Vector and agent factors are those factors that affect (1) the
amount of energy released, (2) the distribution of that energy, and (3) the trans-
fer of the energy to the host. Examples of vector and agent factors that influence
injury in a motor vehicle crash are size and weight of the vehicle, vehicle speed,
force of impact, angle of crash, construction of the vehicle to absorb energy, and
use of seat belts and air bags to reduce the energy transferred to the host in a
crash. The combined use of safety belts (by the host), air bags and crumple zones
(by vehicles), strengthened vehicle bodies (by the manufacturer), and dividing bar-

368 Health Promotion in Practice

TABLE 11.3. NUMBER OF NONFATAL 
INJURIES AND RATES PER 100,000 UNITED STATES 

POPULATION—ALL AGES AND RACES, BY SEX, 2003.

Males Females Total

Crude Age-Adjusted 
Cause No. Rate No. Rate No. Rate Rate*

Fall 3,626,985 2535.7 4,267,172 2887.6 7,895,385 2715.0 2720.9

Struck 2,808,228 1963.3 1,613,498 1091.9 4,422,252 1520.7 1529.0
by/against

Overexertion 1,740,314 1216.7 1,583,722 1071.7 3,324,641 1143.2 1142.1

MV-occupant 1,363,684 953.4 1,662,341 1124.9 3,026,595 1040.7 1036.5

Cut/pierce 1,427,861 998.2 807,523 546.5 2,235,869 768.8 768.3

Assault/ 1,039,396 726.7 659,554 446.3 1,699,142 584.3 583.8
legal 
intervention

Self-harm 178,568 124.8 232,439 157.3 411,128 141.4 141.2

Other 3,797,039 2654.6 2,424,647 1640.8 6,222,735 2139.8 2146.2
nonfatal 
injuries

Total 15,982,075 11,173.4 13,250,896 8967.0 29,237,747 10,053.9 10,067.9

Note: Standard population is 2000 United States all races and both genders. The numbers of nonfatal
injuries presented in WISQARS Nonfatal are national estimates based on weighted data from the U.S.
Consumer Product Safety Commission’s (CPSC) National Electronic Injury Surveillance System (NEISS).
The Total No. column represents males, females, and unknown sex. NEISS-AIP data are used for number
of nonfatal injuries; U.S. Census Populations with Bridged Race Categories provided by the National
Center for Health Statistics (NCHS) are used for population numbers.
*Age-adjusted rate excludes those whose ages are unknown.

Source: CDC, 2005b. Thanks to Dionne D. White for providing these data.
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riers and guardrails on highways will limit the amount of kinetic energy trans-
ferred to the driver or passenger and can significantly reduce fatal injuries in ve-
hicle crashes.

Axioms in Injury Prevention

The following injury prevention axioms can guide efforts to control injuries (Sleet
& Rosenberg, 1997; Sleet, Egger, & Albany, 1991).

1. Injury results from interactions between people and the environment. The determi-
nants of injury are both human and environmental. The agent of injury will cause
relatively little damage if the amount of it reaching tissues is within the limits of
human tolerance. For example, tap water can scald in seconds or not at all, de-
pending on its temperature. Approaches that control the environment by reduc-
ing hot water temperatures at the tap and simultaneously targeting the parents of
small children and the elderly with information about hot water scald risks (in-
cluding the need for reduced tap water temperatures) recognize the importance
of this interaction.

2. Injury-producing interactions can be modified through changing behavior, products, or

environments. Injuries can be reduced by modifying the weakest or most adaptable
link in the chain of causation. Unsanctioned swimming in a home swimming pool

Injury Prevention 369

HOST
•  Cigarettes smoked
•  Depth of inhalation

AGENT
•  Tar
•  Ciliotoxins

ENVIRONMENT
•  Smoking areas
•  Social pressure

HOST
•  Age and experience
•  Alcohol or drug use

Cigarettes Related
Morbidity and

Mortality

Traffic-Injury
Morbidity and

Mortality

AGENT
•  Vehicle type
•  Vehicle speed

ENVIRONMENT
•  Road surfaces and signs
•  Traffic conditions

FIGURE 11.1. EPIDEMIOLOGY OF CIGARETTE-RELATED 
MORBIDITY AND MORTALITY AND EPIDEMIOLOGY OF 

TRAFFIC INJURY–RELATED MORBIDITY AND MORTALITY.

Source: Sleet & Gielen, 1998, Figs 10.1 and 10.2.
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is more easily reduced by placing an isolation fence or barrier between the child
and the pool than by supervising the child’s behavior at all times. During sanc-
tioned swimming, while the child is in the pool, supervision is the most important
strategy. Changing the environment, the laws, the person, or the product can all
lead to reductions in injuries.

3. Environmental changes have the potential to protect the greatest number of people.

Changes to the environment that automatically provide protection to every per-
son have the potential to prevent the most injuries. Such automatic protection
may be built into roads (as barriers, for example), into buildings (as fire sprinkler
systems), into automobiles (as air bags), into homes (as fuses), and into products
(as child-resistant packaging on medicines). Few “passive” interventions succeed
without an active behavioral component (such as replacing the child-resistant lids
on medicines), and so they perform better when the public is informed and con-
vinced of their necessity and benefit.

4. Effective injury prevention requires a mixture of strategies and methods. Three primary
strategies—education and behavioral change, legislation and enforcement, and
technology and engineering—are widely recognized as effective in preventing in-
juries. Individual behavioral change, product engineering, public education, legal
requirements, law enforcement, and changes in the physical and social environ-
ments work together to reduce injuries. The challenge in intervention planning is to
select the most effective combination of strategies to produce the desired result.

5. Public participation is essential for community action. Effective public policy re-
quires the support and participation of people. Local problems and resource avail-
ability often determine the direction of injury prevention programs. Factors
influencing success in injury prevention are best identified by public participation
in the process. Without public support, laws designed to protect the public (such
as laws requiring the use of bicycle helmets) may be ignored, or worse, repealed.

6. Intersectoral collaboration is necessary. Injury prevention requires coordinated ac-
tion by many groups. Participation by community leaders, in addition to health de-
partment and public health officials, is necessary in planning and implementing
injury prevention programs. Different sectors can play different roles—ranging from
identifying problems to mobilizing community action, evaluating intervention ef-
fectiveness, and advocating for change. Identifying and building a constituency and
shifting or sharing resources requires collaboration across many different sectors.

Health Promotion and Injury Prevention

Although people must assume personal responsibility for maintaining their health,
it is now widely recognized that environmental cues and reinforcers exert an im-
portant influence on behavioral choices and outcomes. Injury prevention behav-

370 Health Promotion in Practice
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ior is shaped not only by individual choices and motivation, knowledge, skills, and
attitudes but also by organizational, economic, environmental, and social factors
(Ross, 1984). Approaches that attempt to bring about change in injury behaviors
without consideration for these broader influences are likely to have limited or no
success (Peden et al., 2004; Sleet, 1984). Approaches that combine education with
other behavioral, environmental, policy, and organizational changes, elements
central to health promotion, are likely to be the most effective (Howat, Sleet, Elder,
& Maycock, 2004; World Health Organization [WHO], 1986).

Health promotion arose from the recognition of the complex determinants
of health behavior and health status. One definition of health promotion is, “a
combination of educational, organizational, economic and political actions de-
signed with consumer participation, to enable individuals, groups and whole com-
munities to increase control over, and to improve health through changes in
knowledge, attitudes, behavior, policy, and social and environmental conditions”
(Howat et al., 2003). This definition builds on and incorporates aspects of earlier
definitions of health promotion (Green & Kreuter, 1999; Pan American Health
Organization, 1996; WHO, 1984), which focus on building health public policy,
creating supportive environments, strengthening community action and develop-
ing personal health skills. For example, a health promotion approach to the pre-
vention of alcohol-related traffic injuries would incorporate a balance of strategies
that focus on individual behavioral change and strategies that encourage sup-
portive environments (Howat et al., 2004).

An example of applying this approach to the problem of injury is displayed in
Figure 11.2. The figure presents a logic model and framework showing how the
components of health promotion (economic actions, policy actions, organizational
actions, and health education) can cumulatively contribute to the changes in
knowledge, attitudes, behaviors, and policies and the social and environmental
change necessary to reduce hazardous environments, products, and behaviors,
which in turn reduce injury, ultimately leading to improved health status of indi-
viduals and communities.

We are reminded by Mason and Tolsma (1984) that “persons can hardly be
expected to avoid the risks imposed by personal choices when they do not know
or understand these risks, when they lack the knowledge or skills needed to choose
a healthier lifestyle, or worst of all, when they seek guidance or support from their
community and it is unavailable to them” (p. 772). Preventing injury is no excep-
tion. It too requires strong community support. Such support is not only neces-
sary for legislative initiatives but is also critically important for shaping personal
behavior and social norms (Gielen & Sleet, 2003).

Injury prevention has received less coverage than it deserves in the health pro-
motion literature, perhaps because it does not fall within the traditional domain
of preventive medicine and public health (Sleet & Rosenberg, 1997). This may
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have been partly due to the way Healthy People (U.S. Department of Health, Ed-
ucation and Welfare, Public Health Service, 1979) had originally categorized in-
juries, seeing them as resulting from “accidents” and placing them in the “health
protection” category, along with other environmental problems considered to be
beyond individual control. Inevitably, as injury prevention and health promo-
tion become more closely aligned, the potential benefits of health promotion
approaches to injury prevention strategies will become clearer and more widely
accepted.

The immediate goals of health promotion for injury control include the
following:

• Modifying individual risk behaviors
• Reducing exposure to hazardous environments
• Removing or modifying harmful products

Individual and community actions are required to succeed in these efforts,
which are fostered by education stimulated by social and organizational change,
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Knowledge 
Attitudinal behavioral, 
policy, social, and
environmental changes
conducive to drinking
driving reduction

Reduced
alcohol-
related
crashes

Improved
Health
Status due
to reduced
traffic injury

1. Economic actions
 Price and taxation

2. Policy actions
 Drinking driving laws
 -  zero tolerance laws
 -  drinking age laws
 -  .05/.08 BAC laws
 -  sobriety checkpoints
 -  increased penalties
 Advertising restrictions
 Warning labels

3. Organizational actions
 Availability
 Law enforcement
 Server intervention
 Server litigation

4. Health education
 School programs
 Mass media campaigns
 Community programs

FIGURE 11.2. A HEALTH PROMOTION FRAMEWORK 
FOR REDUCING ALCOHOL-RELATED TRAFFIC INJURY.

Source: Howat et al., 2004; reprinted by permission, Taylor and Francis Publishers.
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and encouraged through public policy, legislation, and enforcement (Sleet & Gie-
len, 2004; Sleet, Wagenaar, & Waller, 1989).

Injury Prevention Strategies

Historically, planning for injury prevention and control has had to deal with a ten-
sion between active (behavioral) and passive (structural) strategies. The notion of
passive protection arose from the unparalleled success of public health measures
such as immunization and water fluoridation, which required a one-time inter-
vention with few behavioral components. Passive approaches can also rely on
changing products or environments to make them safer for all. Active approaches,
in contrast, encourage or require people to take an active role in protecting them-
selves from encounters with the hazards around them. Adding to the controversy
was the opinion expressed by some that a focus on changing individual behavior
constitutes blaming the victim (Ryan, 1976). Yet one modern response to the victim-
blaming assertion is that empowering individuals through behavioral change ef-
forts can lead to the political or social action necessary to achieve structural
changes (Bennet & Murphy, 1997; Gielen & Girasek, 2001).

Strategies in injury prevention, which are general plans of action used to re-
duce injuries, are distinct from methods, which are tactics used to implement the
strategies. Whereas education is one strategy for preventing burns, clinical coun-
seling is one method of implementing that strategy; another method is a mass
media campaign to make the public aware of a burn hazard. There are three gen-
erally accepted strategies in injury prevention and many distinct methods for im-
plementing each. The three strategies are

1. Education and behavioral change
2. Legislation and enforcement
3. Engineering and technology

A combination of strategies should be selected on the basis of an analysis of
the situation, including a needs assessment, for the population being served. The
strategy mix should also take into consideration local standards and the public ac-
ceptability of various behavioral, environmental, or engineering and infrastruc-
tural changes necessary to reduce injuries. In general the three types of strategies
interact with the epidemiologic triad of host, agent (vector or vehicle), and envi-
ronment in the manner described in Figure 11.3.

Figure 11.3 has two implications. First, strategy selection is influenced by the
proposed target. Education and behavioral change may be used to target the host;
legislation and law enforcement may target environmental change; and engineering
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and technology may target changes in the agent to modify energy transfer. Sec-
ond, strategies overlap (that is, one strategy may affect more than one target) (Sleet,
Egger, & Albany, 1991).

Education and Behavioral Change. Education and behavioral change strategies
are directed mostly toward decreasing the susceptibility of the host to injury by
teaching or motivating individuals to behave differently. Some methods used to
implement this strategy (for example, social marketing) may also affect social
norms in the environment, as illustrated by the overlapping circles in Figure 11.3.
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HOST

ENGINEERING/
TECHNOLOGY

AGENT
(vector/vehicle) ENVIRONMENT

LEGISLATION/
LAW ENFORCEMENT

EDUCATION/
BEHAVIORAL CHANGE

FIGURE 11.3. PREVENTION STRATEGIES APPLIED 
TO THE EPIDEMIOLOGIC TRIAD OF INJURY CAUSATION.

Source: Sleet, Egger, & Albany, 1991, by permission.
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For example, the designated-driver campaigns aimed at modifying host drinking
behaviors also affect attitudes in the community environment, resulting in drink-
ing and driving being socially unacceptable.

Although the structural intervention paradigm might seem straightforward,
there is rarely an environmental change that does not require human adaptation.
For every technological advance, behavioral components need to be addressed.
Children need to wear helmets while bicycling; parents need to correctly install
child safety seats and booster seats; home owners need to check their smoke
alarms and change the batteries; parents with four-sided fences around their back-
yard pools need to ensure that the gate to the pool is always closed; occupants
alerted by a smoke alarm still need to find their way to safety. Even the fairly pas-
sive approach to poison prevention through using child-resistant closures—one of
the great successes in injury control—requires active individual effort in replac-
ing lids correctly (DiLillo, Peterson, & Farmer, 2002; Shields, 1997).

Although some controversy still remains about the benefits of educational ap-
proaches to injury control (O’Connor, 1982; Pless, 1978), there are numerous ex-
amples of successful applications of health promotion strategies for injury prevention
(Dowswell, Towner, Simpson, & Jarvis, 1996; Sleet & Gielen, 2004). Discrepancies
in the results of earlier studies can be attributed to a number of factors, including
lack of control groups, use of varied methods of education, the absence of theory-
based approaches to health education in the design of interventions, poorly designed
methods for measuring change, and inadequate “doses” of education.

Behavioral modification techniques, however, have produced fairly consistent
positive results (Roberts, Fanurik, & Layfield, 1987; Streff & Geller, 1986; Jones,
van Hasselt, & Sisson, 1984), at least in short-term change. Such methods include
incentives, social modeling, feedback, rewards, skills training, cognitive rehearsal,
and competition to improve injury prevention behavior (Huesmann, Guerra,
Miller, & Zelli, 1992; Farrell, Meyer, & Dahlberg, 1996; Geller, Elder, Hovell, &
Sleet, 1991; Sleet, Hollenbach, & Hovell, 1986). Behavioral change methods such
as these can be targeted to change the behavior of one person (for example, a ju-
venile’s fire-starting behavior), of a particular group at risk (for example, the be-
havior of teenage drivers), or of an entire community (for example, the behavior
of using the emergency 911 number). Behaviors for which behavioral change ap-
proaches have been successful include the following:

• Emergency fire safety skills for children in the home
• Child restraint and child safety belt use
• Adult safety belt use
• Worker behavior in hazardous occupations
• Impaired driving
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Education and behavioral change approaches can also produce effects on
those who make laws and design products, such as legislators and engineers, in
ways that ultimately protect whole populations (Gielen, Sleet, & DiClemente,
2006).

Key factors necessary for education and behavioral change strategies to work
are the following:

• The audience must be exposed to the information.
• The audience must understand and believe the information.
• The audience must have the resources and skills to make the proposed change.
• The audience must derive benefit (or perceive a benefit) from the change.
• The audience must be reinforced to maintain the change over time.

Legislation and Law Enforcement. Legislation and law enforcement strategies
have their greatest effect when they make both the physical environment (for ex-
ample, regulated highway signs and building codes) and the sociocultural envi-
ronment (for example, social attitudes and policies supporting a safe community)
safer. Laws and regulations can require changes in individual behavior or in prod-
uct design or the alteration of environmental hazards. In each case there is an op-
portunity for the legislation and law enforcement strategies to work synergistically
with the other two strategies. Laws that discourage individuals from drinking and
driving (for example, laws that permit a maximum of 0.08 g/dL of alcohol in the
blood of drivers) can also make individuals less tolerant of drinking and boating.
Communities that raise the price of alcoholic beverages also stand a good chance
of reducing overall alcohol consumption, thereby reducing many alcohol-related
injuries.

Legislation can also be aimed at changing the environment, making it less
hazardous for everyone. Regulations requiring residential pool fencing, safeguards
against workplace hazards, or comprehensive trauma care systems are examples of
how this strategy can benefit whole communities. Product safety regulations, such
as those affecting toys, home appliances, sports equipment, and playgrounds, are
other examples of the application of legislation and law enforcement to benefit
multiple targets.

Key factors in assuring legislation enforcement strategies work are the following:

• The legislation must be widely known and understood.
• The public must accept the legislation and its enforcement provisions.
• The probability, or perceived probability, of being caught if one breaks the law

must be high.
• The punishment must be perceived as swift and severe.

376 Health Promotion in Practice

Gorin.c11  2/14/06  9:14 AM  Page 376



Engineering and Technology. Engineering and technology strategies are likely
to have their greatest impact on the agent (vector or vehicle) of energy transfer,
but they may also affect environmental factors contributing to injury. Hip pads
designed to reduce hip fractures among the elderly by reducing the amount of en-
ergy transferred to the host during a fall led to the design of soft flooring materi-
als to reduce environmental risks where risks for falls are high (for example, nursing
homes). Technology and engineering contribute to injury reduction by the devel-
opment of products that reduce the likelihood of sudden energy release. These
strategies can affect the safety of environments as well and may even lead to safer
behavior on the part of the host (for example, occupants may increase use of
safety belts while riding in an air bag–equipped car).

Some of the many technological and engineering advances that reduce the
host’s risk for injuries and have also improved environmental safety are reflective
clothing, bridged pedestrian paths, child-resistant cigarette lighters, household
smoke alarms, institutional sprinkler systems, electrical insulation, swimming pool
alarms, household fuses, machine guards, breakaway bases, tractor rollover pro-
tection, and soft playground surfaces.

Successfully implementing engineering and technology solutions that protect
large populations, however, requires that the technology

• Be effective and reliable
• Be acceptable to the public and compatible with the environment
• Result in products that dominate in the marketplace
• Be easily understood and properly used by the public

Despite advances in technology, many protective devices (for example, swim-
ming pool fences, stair gates, and antilock brakes) have had limited success be-
cause one or more of the factors just listed were ignored (for example, swimming
pool fences were not environmentally aesthetic; the public did not know how to
operate antilock brakes; stair gates were not closed after use).

Combining Strategies

The importance of using a mix of strategies to prevent and control injuries can-
not be overemphasized. The examples already presented underscore the neces-
sity of combining behavioral and environmental approaches to injury prevention
(Sleet & Gielen, 1998; Gielen, 1992; Towner, 1995). This is the approach used in
most other areas of disease prevention and health promotion (Green & Kreuter,
1999; McGinnis, Williams-Russo, & Knickman, 2002). Successes in both tobacco

Injury Prevention 377

Gorin.c11  2/14/06  9:14 AM  Page 377



control and motor vehicle safety have taught us that an informed and supportive
electorate facilitates the process by which legislative and other environmental
strategies are adopted (CDC, 1999; Runyan, 1998).

A good example of combining education and behavioral change, engineer-
ing and technology, and legislative and law enforcement strategies to reduce in-
juries is the success in reducing injuries resulting from alcohol-impaired driving
(Howat et al., 2004). Legislation controlling young drivers’ access to alcohol was
combined with legislation to lower blood alcohol concentration (BAC) limits and
to impose stiff drunk-driving penalties. When the laws were enacted, a widespread
public education campaign also began, through the news media and grassroots
organizations, on the reasons for and benefits of the new laws and on the risks of
drinking and driving. These strategies and methods were further enhanced
through engineering, by the development of more sophisticated alcohol-sensing
devices, Breathalyzer and roadside testing devices, and vehicle lockout devices for
convicted drunken drivers (Trinca et al., 1988; Evans, 2004).

With these three strategies health promotion strategists can develop specific
interventions that are targeted to specific populations and that use components of
each strategy to design a comprehensive, community-based approach to injury
prevention.

Clinical Health Promotion and Injury Prevention

Health care professionals have a special role in promoting injury prevention and
control. First, they have direct and continuing access to persons whose safety is
threatened. Second, standards of practice for most health care professions call for
the provision of preventive services, including age-appropriate counseling about
safety (American Academy of Pediatrics [AAP], 1996; U.S. Preventive Services
Task Force, 1989, 1996; Murdock, 1994). Health promotion approaches need to
consider developmental abilities of young audiences (Stevenson & Sleet,
1996–1997; Schieber & Thompson, 1996). Third, health care professionals are
credible and important sources of information for clients and can influence client
and parent health behaviors (Athey, 1995; Gielen et al., 2001). The remainder of
this section provides examples and principles for promoting injury control in clin-
ical settings, with an emphasis on counseling strategies.

Needs Assessment

Interventions, whether directed toward individuals or the community, should be
developed based on needs assessments. Unless interventions are responsive to the
specific needs of the target population, planners risk using limited program re-
sources inefficiently or ineffectively (Green & Kreuter, 1999).
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Needs assessment activities can range from simple to complex, depending on
the situation. For example, before adding a new brochure on safety to a clinic’s
client education supply, the material should be tested with a subgroup of the in-
tended audience to be sure that it is readable, understandable, attractive, culturally
appropriate, and useful. Data on the magnitude of the injury problem in the pop-
ulation to be served are needed to determine which types of injuries and which
subgroups most need to be addressed. The indicators used will depend on the spe-
cific setting but may include analyses of injury-related deaths, hospitalizations,
emergency department visits, police reports, household or waiting room inter-
views, and surveys. Qualitative data on persons’ perceptions of injury problems,
as well as the benefits of and barriers to safer behavior, are critically important el-
ements of a needs assessment that are commonly overlooked.

For example, for a clinic-based needs assessment study of injuries that occurred
in the home to infants and toddlers, researchers interviewed mothers in a pediatric
clinic waiting room (Gielen, Wilson, Faden, Wissow, & Harvilchuck, 1995). It was
found that parents already had favorable beliefs about childproofing but lacked the
resources and skills needed to undertake recommended safety measures. These find-
ings and additional information collected through focus groups shaped the subse-
quent interventions (Gielen et al., 2001, 2002). The needs assessment indicated that
safety supplies should be easily accessible to parents and that providing resource in-
formation and teaching specific safety skills would be more effective than delivering
messages to increase general knowledge and to promote positive attitudes.

Persons responsible for safety education are often under pressure to “do some-
thing” to alleviate a perceived or real injury problem, which may make a needs
assessment seem unnecessary. However, a needs assessment is important for at
least three reasons. First, the data collected helps identify the injury that most
needs to be addressed and the interventions most likely to be effective with the
population being served, which facilitates efficient use of resources. Second, a
needs assessment involves the target audience in program development. This prin-

ciple of participation works well in health promotion (Green & Kreuter, 1999), be-
cause when the target population participates in defining its priority problems and
in designing solutions, the programs are more likely to be effective. Third, a needs
assessment provides baseline data for program evaluation.

Interventions in Clinical Settings

Clinical interventions for injury prevention typically include counseling, providing
brochures or audiovisual materials, and arranging rental or low-cost distribution of
safety supplies, such as smoke detectors. Which combination of interventions will
be most effective in achieving safer behavior depends on the target population and
the problem being addressed (Gielen, McDonald, Forrest, Harvilchuck, & Wissow,
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1997). Programs determine which interventions are most appropriate, on the basis
of the following factors:

• Knowledge of what works. Programs should base their intervention strategies on re-
views of published reports on injury prevention, on descriptions of other suc-
cessful programs, and on an understanding of the theories of behavioral change.

• Availability of resources. Obviously, the more resources (staff, funds, space) a pro-
gram has, the more complex it can be.

• Input from the target population. For a program to be successful, participation by at
least some members of the target population is essential. They can, for exam-
ple, sit on planning committees or participate in focus groups, surveys, or per-
sonal interviews.

• Access to the target population. Programs must decide the most suitable method(s)
for reaching the target population (for example, home visits, physicians’ wait-
ing rooms, or a mass media campaign).

• Developmental staging. If children are the target population or are affected by the
intervention strategy, programs must ensure that the proposed intervention is
developmentally appropriate and suitable for the age group targeted (Mercy,
Sleet, & Doll, 2003).

Counseling. Counseling is an important component of any clinically based in-
jury prevention program (Bass et al., 1993). In fact counseling about injury pre-
vention is a recommended component of any preventive service, according to the
U.S. Preventive Services Task Force Report (1996). Specifically, the task force rec-
ommends the following:

• Counsel all patients and the parents of young patients to use vehicle occupant
restraints (lap and shoulder safety belts and child safety seats), to wear helmets
when riding motorcycles, and to refrain from driving while under the influence
of alcohol or other drugs.

• Periodically counsel the parents of children on measures to reduce the risk of
unintentional household and recreational injuries.

• Counsel adolescents and adults on preventing household and recreational
injuries.

• Identify, counsel, and monitor persons with alcohol or drug problems.
• Counsel elderly patients on specific measures to prevent falls.

The American Academy of Pediatrics recommends that pediatricians coun-
sel parents on how to prevent childhood injuries resulting from motor vehicle
crashes, falls from bicycles, other types of falls, fires and burns, electrical hazards,
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poisoning, aspiration, and firearm use and on how to prevent children from
drowning or suffocating (AAP, 1996). Pediatricians should recommend specific
preventive methods (for example, use child safety seats and bicycle helmets or in-
stall a smoke alarm in the home). Well-child visits provide a good opportunity to
offer such counseling. Miller and Galbraith (1995) found that injury counseling
by pediatricians produced a favorable cost-benefit result.

One major concern about counseling for injury prevention is the limited time
available during a medical visit. However, through role-playing, McDonald and
Gielen (1995) showed that counseling on a single topic takes less than five min-
utes. Research is currently under way to evaluate the effect of injury prevention
counseling on parents’ practices. Another concern is the need for health care pro-
fessionals to have adequate information about the many facets of injury preven-
tion. Health care professionals need specific training in the injury prevention
practices being recommended. Experiential training (for example, actually in-
stalling a smoke alarm and changing its batteries) is a useful technique for pro-
viding the necessary knowledge and skills. Health care professionals also should
have information on local resources that their clients need to carry out the rec-
ommended prevention practice (for example, how to obtain a bicycle helmet dis-
count coupon). Finally, incorporating a counseling program into routine clinical
practice is a behavioral change on the part of the health care professional. Thus,
in addition to adequate preparation, knowledge, and skills, health care profes-
sionals need incentives and reinforcement for their own behavioral change. Ade-
quate administrative support, supplementary client education materials, and
ongoing feedback on the effectiveness of their counseling efforts will improve com-
pliance with an injury prevention counseling program.

Compliance improves when health care professionals give adequate infor-
mation, talk positively, and ask questions about behavioral compliance (Hall, Roter,
& Katz, 1988; Roter & Hall, 1996). Because the desired outcomes of injury pre-
vention counseling are behavioral (for example, compliance with recommenda-
tions to install smoke detectors), these communication skills should be used in
injury prevention counseling.

Other principles of behavioral change also improve compliance when they
are used during counseling. The U.S. Preventive Services Task Force (1989) rec-
ommends that health care professionals follow these principles:

• Develop a therapeutic alliance. Health care professionals should see themselves
as expert consultants available to help clients.

• Ensure that clients understand the relationship between behavior and health.
Inquire about what clients already know or believe.

• Work with clients to assess barriers to behavioral change.
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• Gain a commitment from clients to begin the process of change.
• Involve clients in selecting risk factors to change.
• Design a behavior modification plan oriented toward changing clients’ behav-

iors, not merely changing knowledge or attitudes.
• Monitor progress through follow-up contact. Reinforce successes through pos-

itive verbal feedback.

Brief Interventions. There is recent evidence that brief interventions and motiva-
tional interviewing are promising intervention methods for injury prevention. Al-
though the distinction between types of clinic-based interventions may at times blur,
brief interventions typically include having patients complete a short assessment of
a health-related behavior, receive a written or spoken educational message, or par-
ticipate in a motivational interview. Brief interventions have been applied to a va-
riety of health-related behaviors, including domestic violence and alcohol use
(Watson, 1999; Forsberg, Ekman, Halldin, & Ronnberg, 2000; Hungerford, Pollock,
& Todd, 2000). The advent of computer tailoring technology allows assessment and
feedback to be handled at a computer kiosk, with or without the involvement of the
clinician. Two studies have offered promising results for the use of this technology
in child injury prevention (Nansel et al., 2002; McDonald et al., 2005).

Community Health Promotion and Injury Prevention

Health promotion approaches work to reduce injury and chronic health condi-
tions by changing not only the behavior of individuals but also the behavior and
social norms of communities (Boutilier, Cleverly, & Labonte, 2000).

Community organization and mobilization and community-based participa-
tory research focus on the active participation and development of communities
to enable them to better evaluate and solve health and social problems (Minkler
& Wallerstein, 1997). Early commentaries on the importance of community
interventions in injury control described the difference between community-wide in-
terventions and community-based programs (Gielen & Collins, 1993), and it was
suggested that the effectiveness of community-wide programs could be enhanced
by treating the community as the source and not simply the site of prevention pro-
grams (McLoughlin, Vince, Lee, & Crawford, 1982). Green and Kreuter (1999)
have described the necessary components of community-level interventions:
“Given reasonable resources, the chances are that a community intervention will
succeed if the practitioner (1) builds from a base of community ownership of the
problems and the solution, (2) plans carefully, (3) uses sound theory, meaningful
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data and local experience as a basis for problem decisions, (4) knows what types
of interventions work best for specific populations and circumstances, and (5) has
an organizational and advocacy plan to orchestrate multiple intervention strate-
gies into a complementary cohesive program” (p. 261).

Recent systematic reviews of community-wide programs have focused on
motor vehicle occupants (Zaza, Sleet, Shults, Elder, & Thompson, 2005), child
pedestrians (Turner, McClure, Nixon, & Spinks, 2004), all injuries to children
(Spinks, Turner, McClure, & Nixon, 2004), and poisoning (Nixon, Spinks, Turner,
& McClure, 2004), and many of these reviews have reported positive impacts.
One unique community intervention focused on alcohol-related unintentional and
intentional injury prevention (Treno & Holder, 1997). This Community Trials
Project is a community-research partnership formed to change the social and
structural contexts of alcohol use. Participants worked to implement prevention
policies and activities that were evidence based, and they asked communities to
customize and prioritize their initiatives according to local concerns and interests.
Specific components of the mobilization effort were directed toward responsible
beverage service, drinking and driving, underage drinking, and alcohol access.
Coalitions, task forces, and media advocacy were used to raise awareness and sup-
port for effective policies among the public and decision makers. An evaluation
of the impact of the mobilization efforts demonstrated significant reductions in
the following indicators: 6 percent in the reported quantity of alcohol consumed,
51 percent in driving over the legal blood alcohol limit, 10 percent in nighttime
injury crashes, 6 percent in alcohol-related crashes, and 43 percent in alcohol-
related assault injuries seen in emergency departments (Holder et al., 2000).

Many successful community-level approaches borrow heavily from the
Swedish and WHO Safe Communities model, which includes organizing cross-
sector planning groups or coalitions; reliance on existing local community net-
works; coverage of all ages, environments, and injury types; empowerment of the
socially weak; and continuous tracking of high-risk environments and groups
(Svanstrom, 2000). Often the community-led process is so compelling that it sus-
tains itself, despite limited bureaucratic, political, or financial support.

Community-Based Approach to Injury Prevention

The following case study shows how using a comprehensive health promotion ap-
proach—including documenting the problem, educating others about its impor-
tance, seeking regulatory intervention, using consumer advocacy, and modifying
technology—led to important changes affecting childhood burn injuries in the
community.
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Case Example: Burn Prevention 
and Child-Resistant Cigarette Lighters

After seeing many children suffering from burns, Diane Denton, a nurse in the Louis-
ville, Kentucky, community, began asking these children’s parents how their tragic in-
juries occurred. She learned that a large number of cases were the result of children
playing with disposable cigarette lighters. The lighters are small enough to fit in the
palm of the child’s hand, are brightly colored, and become sparking toys when moved
rapidly along a carpet or mattress. Denton documented these findings and petitioned
the U.S. Consumer Product Safety Commission (CPSC) to investigate the risks posed
by disposable cigarette lighters. Others in the burn prevention community joined her
plea for action.

Impressed with the data Denton and others in her community had gathered, the
CPSC funded research to examine cases in which children had been badly burned while
playing with disposable cigarette lighters. Investigators found that children playing with
lighters started residential fires that caused an annual average of 150 fatalities and 1,100
injuries. As many as 190 burn-related deaths among children younger than three years
of age could be prevented by a simple and inexpensive childproof device, the CPSC
estimated. Ten years after Denton’s initial efforts, with CPSC prompting, the major cig-
arette lighter manufacturers complied with a request to make childproof disposable
lighters, and they marketed them to the public as safer for the protection of children.
CPSC finally set a standard (effective in 1994) requiring disposable and novelty lighters
to be child resistant. Since this standard took effect, there has been a 58 percent re-
duction in fires caused by children under age five, representing the prevention of hun-
dreds of deaths and injuries and thousands of fires. However, in a recent year there
were still 2,400 fires resulting in 70 deaths and 480 injuries because of children under
age five playing with lighters. As late as 2004, CPSC was still recalling novelty lighters,
such as a digital wristwatch with a cigarette lighter incorporated into it, that are sold
in the United States but do not meet the child-resistant standard. Manufacturers and
marketers who disable the child-resistant feature in lighters or import nonstandard
lighters have been jailed and fined (FindLaw for the Public, 2005).

In this example, the actions of one nurse and a small community of injury pre-
vention advocates changed an entire industry, saving hundreds of lives and prevent-
ing thousands of children from being seriously burned (Sleet, 1989, 1995).

Summary

Although injury has plagued societies since humans first walked the earth, it has
only recently been recognized as an important public health problem. Health pro-
motion can help prevent injuries. Using an epidemiologic approach helps plan-
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ners target interventions that modify the host, agent, or environment to prevent
injury. A focus on behavioral, environmental, and technological solutions can
help public health professionals prevent injuries by reducing or eliminating haz-
ardous energy exchange. Injuries are not random events: they are predictable
and preventable. Clinical approaches to injury control are an important health
promotion intervention that can be delivered through existing public health and
medical settings. Health promotion professionals can be instrumental in imple-
menting interventions for injury prevention at the individual, family, and popu-
lation levels.

Reductions in injuries and their associated medical costs can be made by using
health promotion and community health approaches. These approaches involve
strategies that target host, environmental, and agent factors. The three strategies
are education and behavioral change, engineering and technology, and legislation
and law enforcement. Using multiple strategies is most effective. Unintentional
injuries and violence are major public health problems. Health promotion offers
a comprehensive approach that can have life-saving benefits for all. (See Exhibit
11.1 on page 390 for a selection of helpful resources.)
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EXHIBIT 11.1. HELPFUL RESOURCES.

Online Resources

Center for Rural Emergency Medicine, http://www.hsc.wvu/crem/crem.htm

This Web site of the CDC’s Injury Control Training and Demonstration Center, at the
University of West Virginia in Morgantown, includes lists of injury mechanisms (similar to
E-codes), information on causes of injuries for which persons have sought treatment at the
University of West Virginia Emergency Department, a hypertext map of West Virginia with
extensive injury data by county, and links to other injury research centers.

Consumer Product Safety Commission (CPSC), http://www.cpsc.gov

CPSC is an independent federal regulatory agency that helps keep American families safe
in their homes by reducing the risk of injury or death from consumer products. Its Web
site can be used to report unsafe products and find out what consumer products are un-
safe or have been recalled.

Injury Control Resource Information Network (ICRIN), http://www.injurycontrol.com/icrin

The ICRIN site provides a comprehensive list of injury control resources throughout the
Internet. This Web site was developed by the CDC’s Center for Injury Research and Con-
trol at the University of Pittsburgh.

National Center for Injury Prevention and Control (NCIPC), http://www.cdc.gov/ncipc

Resources available from the Web site of this Centers for Disease Control and Prevention
(CDC) center include general information on the activities of NCIPC and its divisions, pub-
lications, research grants, WISQARS injury data, injury maps, funding opportunities, a
“what’s new” section, and links to other CDC centers.

National Program for Playground Safety, http://www.uni.edu/playground

This Web site presents information on playground injury, playground safety inspection,
training, and materials distribution.

National SAFE KIDS, http://www.safekids.org

National SAFE KIDS is a nationwide movement to prevent unintentional childhood injury.
The Web site has information in the Spanish and English languages. Subjects include a
family safety checklist and a variety of injury topics affecting children.

Partnerships Against Violence Network Online, gopher//cyfer.esusda.gov:70/11/violence

This Web site offers information about federal resources related to violence prevention; 
it was developed by a coalition of federal agencies to improve speedy access to ideas and
resources related to violence prevention.

State and Territorial Injury Prevention Directors Association (STIPDA), http://www.stipda.org

Resources on this Web site include state injury projects in member states, news and views
on state and local injury initiatives, links to relevant individuals in each state, and state in-
jury Web sites.
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EXHIBIT 11.1. HELPFUL RESOURCES, Cont’d.

U.S. Department of Transportation, National Highway Traffic Safety Administration
(NHTSA), http://www.nhtsa.dot.gov

NHTSA is a regulatory agency responsible for reducing deaths, injuries, and economic
losses resulting from motor vehicle crashes through setting and enforcing safety perfor-
mance standards for motor vehicles.

WHO Collaborating Centre on Community Safety Promotion, http://www.ki.se/phs/
wcccsp/history.htm

This center is the headquarters for the safe community concept of community injury
prevention and safety promotion.

World Health Organization, Department of Injuries and Violence Prevention, http://www.
who.int/violence_injury_prevention/en

This Web site offers current information about violence and injury prevention efforts
around the world, WHO publications on this topic, and a weekly review of the scientific
literature on injury prevention.

Listserv
Sign up for the CDC’s Injury Center listserv to receive current announcements and grant
solicitations, http://www.cdc.gov/ncipc/email_list.htm; or visit the CDC injury Web site,
CDC.gov/Injury.

Injury Control Research Centers
The CDC administers an extramural grant program for injury researchers and practitioners. 
The CDC also supports state and community injury prevention programs and injury control re-
search centers throughout the United States. In addition to conducting research, surveillance,
intervention, and evaluation studies, these centers serve as training centers and resources to 
the public, the media, and allied health professionals. The following are current as of 2005:

Colorado State University, Fort Collins, Colorado Injury Control Research Center, (303)
491-3916.

Harborview Injury Prevention and Research Center, Seattle, (206) 521-1530.

Harvard Injury Prevention Research Center, Boston, (617) 432-4343.

Johns Hopkins Center for Research and Policy, Baltimore, (410) 614-4026.

Medical College of Wisconsin, Milwaukee, Wisconsin Injury Research Center, (414) 805-6453.

University of Alabama-Birmingham Injury Control Research Center, (205) 934-7845.

University of California, Los Angeles, Injury Prevention Research Center, (310) 825-7066.

University of California, San Francisco, Injury Control Center, (415) 821-8209.

University of Iowa, Iowa City, Injury Prevention Research Center, (319) 335-4189.

University of North Carolina, Chapel Hill, Injury Prevention Research Center, (919) 966-3916.

University of Pittsburgh, Center for Injury Research and Control, (412) 692-2800.

West Virginia University, Morgantown, Injury Prevention Center, (304) 293-6682.
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CHAPTER TWELVE

VIOLENCE PREVENTION

Lloyd B. Potter

Y

Throughout human history, violence has been present. It takes many forms
and varies as a function of many factors. The causes of violence and the

prevention of violence are complex. In the World Health Organization’s World

Report on Violence and Health (Krug, Dahlberg, Mercy, Zwi, & Lozano, 2004), violence

is defined as, “The intentional use of physical force or power, threatened or ac-
tual, against oneself, another person, or against a group or community, which ei-
ther results in or has a high likelihood of resulting in injury, death, psychological
harm, maldevelopment or deprivation.” Therefore violence refers to interpersonal
violence such as youth violence, rape and sexual assault, and violence against in-
timates, children, and elders, and it refers to self-harm that includes suicide and
injuries sustained during suicidal behavior. Although violence is a worldwide prob-
lem, in this chapter the focus is on preventing violence in the United States.

Through the past few decades we have seen significant progress in our un-
derstanding of the causes and prevention of violence. The most prevalent strat-
egy for addressing problems of violence has been and continues to be reactive.
The focus has been mostly on a treatment approach after violent behavior and
violence-related injury have been presented. Our justice and mental health treat-
ment systems bear a significant burden in managing and treating persons who
have acted-out violently toward others and themselves. Our society has done pro-
portionately little to reduce this burden by scientifically identifying and imple-
menting strategies to prevent violent behavior and injury before it occurs. Yet this
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proportion has been changing. We have seen a dramatic increase in research fo-
cused on understanding the causes of violent behavior and a corresponding in-
crease in the research efforts to identify effective strategies to prevent this behavior.

Public health has led efforts to bring emphasis and commitment to identify-
ing policies and programs that work to prevent violence. Public health draws on
its tradition of collaboration among a broad spectrum of scientific disciplines, or-
ganizations, and communities to solve the problem of violence. The health sec-
tor, including primary care providers, emergency departments, and community
health and mental health agencies, plays a prominent role in understanding the
causes of and preventing violence. The public health approach also highlights the
potential utility of applying a variety of scientific tools (for example, the tools of
epidemiology, the behavioral and social sciences, and engineering) as we work to
identify effective prevention strategies.

Significant advances have been made in understanding violence as a public
health issue. In the late 1970s, federal public health officials announced their mis-
sion to reduce the rate of interpersonal violence among the most affected popu-
lation subgroup—young African American males. The Centers for Disease
Control and Prevention (CDC) began to document U.S. subgroup differences in
the risk of becoming a homicide victim, disseminating the results to a large audi-
ence and attracting increased media coverage.

In 1985, the findings of the Task Force on Black and Minority Health of the
secretary of the U.S. Department of Health and Human Services (USDHHS)
marked the beginning of a sustained effort to address intentional injury among
youths as a public health problem (USDHHS, 1986). By the late 1980s and early
1990s, violence surveillance, research, and the development of preventive inter-
ventions began to be integrated into the mandates of local and regional health
departments.

Several comprehensive scholarly reviews on the occurrence and patterns of vi-
olence, the causes and consequences of violence, and violence intervention strate-
gies have been published in the last decade. (For a synthesis of this research see
USDHHS, 2001b; Thornton, Craft, Dahlberg, Lynch, & Baer, 2000; Krug et al.,
2004). Informed by a broad range of disciplines, this research has contributed to
a new level of assurance that violence can be both understood and prevented.
These cumulative efforts have debunked myths and misperceptions about violence,
generating new knowledge to shape informed policy and intervention development.

We have also seen advances in defining suicide as a public health issue. In
1996, the World Health Organization (WHO) issued The Prevention of Suicide: Guide-

lines for the Formulation and Implementation of National Strategies (United Nations, 1996).
Recognizing the growing problem of suicide worldwide, WHO urged member
nations to address this issue. In the United States, an innovative public-private
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partnership to seek a national strategy for this nation was established that brought
agencies in the USDHHS (the CDC, Health Resources and Services Adminis-
tration [HRSA], Indian Health Service [IHS], National Institute of Mental
Health [NIMH], Office of the Surgeon General, and Substance Abuse and Men-
tal Health Services Administration [SAMHSA]) together with the Suicide Pre-
vention Advocacy Network (SPAN), a public grassroots advocacy organization
made up of suicide survivors (persons close to someone who completed suicide),
attempters of suicide, community activists, and health and mental health clini-
cians. In 1999, the U.S. Surgeon General’s Office issued a brief report, The Sur-

geon General’s Call to Action to Prevent Suicide (USDHHS, 1999), and in 2002, the
Institute of Medicine published a report on the causes of suicide and recom-
mended prevention strategies (Goldsmith, Pellmar, & Kleinman, 2002). The 2001
release of The National Strategy for Suicide Prevention, developed with public and pri-
vate sector partners with leadership and support from the surgeon general, es-
tablished a framework with specific goals and objectives that has guided the
development of many state plans (USDHHS, 2001a).

A scientific approach to understanding and preventing violence is central to
moving efficiently and effectively toward relief of this public health burden. Sci-

ence refers to systematized knowledge derived from observation, study, and exper-
imentation carried on in order to determine the nature and principles of what is
being studied. The public health approach provides a multidisciplinary, scientific
approach that is explicitly directed toward identifying effective approaches to pre-
vention (Mercy, Rosenberg, Powell, Broome, & Roper, 1993). This perspective en-
tails four interrelated steps: definition of the problem, identification of causes,
development and testing of interventions, and implementation of effective inter-
ventions in affected populations. In this chapter the topic of violence is addressed
from a public health perspective focused on prevention of injuries resulting from
violent behavior.

Defining the Problem

The first step in the public health approach, defining the problem, includes de-
lineating incidents of violence and related mortality and morbidity. This step goes
beyond counting cases to include obtaining, analyzing, and presenting informa-
tion on characteristics of violent events resulting in injury and also describing
prevalence and trends of risk factors. Information on the demographic charac-
teristics of the persons involved, the temporal and geographic characteristics of
the incident, the victim-perpetrator relationship, the circumstances of the injury,
and the severity and cost of the injury are important considerations in defining
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the problem. Every community is unique, and it is important to collect informa-
tion that will give an accurate picture of violence and related problems in specific
communities.

Violence is a complex phenomenon, and we easily discern subtypes of violence-
related injury. One way to begin to delineate subtypes is to distinguish between in-
terpersonal violence and self-inflicted violence. Interpersonal violence is often
further delineated by the relationship between the perpetrator and the victim. Thus
youth violence, intimate partner violence (including domestic violence), rape and sex-
ual assault (adult and child), child abuse, and elder abuse are common delineations
of violence. The perpetrator and victim are the same person in self-inflicted vio-
lence, though descriptions of suicidal behavior often address level of intent; these
levels include self-mutilation (such as cutting and burning skin), suicidal gestures, se-
rious self-inflicted injury, and completed suicide. Each of these categories is fre-
quently subdivided in terms of other characteristics of perpetrators and victims
and of the intent of the behavior. Inconsistently used terminology and definitional
issues pose a significant barrier to our ability to use sublevels of specificity consis-
tently in describing the problem of violence. Yet we are able to describe deaths and
nonfatal injuries (morbidity) using a number of different sources of data.

Rates of violence in the United States have declined in recent years; however,
homicide and suicide continue to be leading causes of death. In 2002, violence
(homicide and suicide combined) was the ninth leading cause of death in the
United States. There were 18,022 homicides (including legal intervention) and
31,655 suicides in 2002 (see Table 11.2, Chapter Eleven). Overall, the deaths from
homicide and suicide in 2002 resulted in more than 1.2 million years of potential
life lost in the United States. This accounts for almost 10 percent of the total years
of potential life lost in that year.

Youth Violence

Much of the variation in violence is driven by changes in youth violence. Youth
homicide rates have been particularly dynamic, despite recent declines. Although
the homicide rate among adults aged twenty-five and older has been declining
gradually since the early 1980s, the homicide rate among those aged ten to twenty-
four increased 96 percent between 1985 and 1993. However, since 1993, the youth
homicide rate has declined 45 percent. These temporal trends in homicide are
generally apparent across data gathered on victims from death certificates (that is,
National Vital Statistics data) and data gathered on perpetrators from police re-
ports (Supplemental Homicide Reports). The National Violent Death Reporting
System (NVDRS) is a new surveillance effort developed to merge these and other
data sources in order to create a more comprehensive source of information about
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violent deaths in the United States. Preliminary data from 2003 for the first six
states participating in the NVDRS suggest that the decline in youth homicide rates
may be ending. Between 2002 and 2003, these six states experienced a 4.4 per-
cent increase in homicide rates. This overall increase was attributable to an 18
percent increase in homicide rates among males younger than twenty-five.

Many survivors of violent injury are severely and often permanently injured.
The National Spinal Cord Injury (SCI) Database has been in existence since 1973
and captures data from an estimated 13 percent of new SCI cases in the United
States. Today, gunshot wounds are second only to motor vehicle accidents as the
leading cause of traumatic quadriplegia and paraplegia (Smith, Simmonds, Alam,
& Grant, 2003), disabilities that once resulted primarily from wartime injuries.
Like many victims of violence in general, most of those sustaining spinal cord
injuries due to violence are young and belong to minority groups. Of all the
violence-related spinal cord injury victims during the 1973 to 1992 period, 69.8
percent were nonwhite (Garland, 1993). A current study of patients with spinal
cord injury caused by gunshot wounds between 1993 and 1999 notes the contin-
ued predominance of young, minority patients (Smith et al., 2003).

Data from a nationally representative sample of U.S. emergency departments,
collected by the National Electronic Injury Surveillance System (NEISS), provide
an estimate of the number of nonfatal injuries due to self-directed violence or as-
saults that are treated in U.S. emergency departments. In 2002, there were an es-
timated 1,718,894 assault-related injuries (CDC, 2005). This means that for every
homicide victim in 2002, there were approximately 97 persons treated in emer-
gency departments for assault-related injury.

The Uniform Crime Reports produced by the Federal Bureau of Investiga-
tion (FBI) aggregate information on the characteristics of individuals arrested
for violent crimes. These data indicate that persons under the age of twenty-five
represent a significant proportion of those arrested for violent crimes. Although
only 21.5 percent of the U.S. population is between the ages of ten and twenty-
four, 48.9 percent of those arrested for murder and nonnegligent manslaughter,
39.9 percent of those arrested for aggravated assaults, 45.9 percent of those ar-
rested for forcible rape, and 59.1 percent of those arrested for weapons carrying
and possession offenses were younger than twenty-five (U.S. Department of Jus-
tice, 2003).

To fully understand the prevalence of youth violence it is necessary to look
beyond deaths and hospitalizations and examine behavior. Self-report data allow
us to better understand populations that engage in a variety of behaviors that put
them or others at risk for violence-related injury. For example, data for the CDC’s
Youth Risk Behavior Surveillance System (YRBSS) are collected every other year
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from a large nationally representative sample of high school students through the
Youth Risk Behavior Survey (YRBS). In the category of fighting behavior and
fight-related injury, 40.5 percent of males and 25.1 percent of females reported
being in at least one physical fight, and 5.7 percent of males and 2.6 percent of
females reported needing medical care from a doctor or nurse for their fight-
related injuries (Grunbaum et al., 2004). Longitudinal data from the YRBSS from
1991 to 2003 suggest significant decreases occurred in the percentage of students
who had been in a physical fight (from 42.5 percent to 33.0 percent).

Public health efforts to assess the magnitude of weapon carrying and fight-
ing among youths are fairly recent and the results are important as indicators of
the potential for injury. The CDC’s 2003 Youth Risk Behavior Survey asked high-
school students, “During the past 30 days, how many times have you carried a
weapon, such as a gun, knife, or club, for self-protection or because you thought
you might need it in a fight?” Approximately 26.9 percent of males, 6.7 percent
of females, and 17.1 percent of all surveyed students reported carrying a weapon
(knife, razor, club, or firearm) at least once during the thirty days preceding the
survey (Grunbaum et al., 2004). Approximately 6.1 percent of high school stu-
dents reported carrying a firearm in the past thirty days. Although this may ap-
pear to be a small percentage, combined with other weapon-carrying behavior
it suggests the potential for injury is of great concern. The percentage of stu-
dents who carried a weapon decreased significantly from 1991 to 1997 (26.1 per-
cent to 18.3 percent) and then remained constant from 1997 to 2003 (18.3
percent to 17.1 percent).

Intimate Partner Violence

It has been estimated that there are nearly 5.3 million incidents of intimate part-
ner violence (IPV) each year that affect U.S. women aged eighteen and older and
3.2 million incidents that affect men. Most assaults are relatively minor and con-
sist of pushing, grabbing, shoving, slapping, and hitting (Tjaden & Thoennes, 2000).
However, IPV results in nearly 2 million injuries and 1,300 deaths nationwide every
year (CDC, 2003a), and it accounted for 20 percent of nonfatal violence against
women in 2001 and 3 percent of nonfatal violence against men (Rennison, 2003).
From 1976 to 2002, about 11 percent of homicide victims were killed by an inti-
mate partner. In 2002, 76 percent of IPV homicide victims were female; 24 per-
cent were male (Fox & Zawitz, 2004). The number of intimate partner homicides
has decreased 14 percent overall for men and women in the span of about twenty
years, with a 67 percent decrease for men (from 1,357 to 388) and a 25 percent de-
crease for women (from 1,600 to 1,202) (Fox & Zawitz, 2004).
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Child Maltreatment

Another form of interpersonal violence is violence against children. Data on the
confirmed number of U.S. child maltreatment cases are available from child pro-
tective service agencies, but these data are generally considered underestimates
(USDHHS, Administration on Children, Youth, and Families, 2003). Approxi-
mately 906,000 children were confirmed to have been maltreated in 2002. Among
these children confirmed by child protective service agencies as being maltreated,
61 percent experienced neglect, 19 percent were physically abused, 10 percent
were sexually abused, and 5 percent were emotionally or psychologically abused.
An estimated 1,500 children were confirmed to have died from maltreatment; 36
percent of these deaths were from neglect, 28 percent from physical abuse, and
29 percent from multiple types of maltreatment.

Elder Maltreatment

The incidence and consequences of violent victimization are often assumed to be
problems of young populations and not an area of concern among older popu-
lations. Limited data are available to monitor the incidence and consequences of
violence-related injuries among older adults. To characterize serious injuries from
physical assaults among older adults, CDC analyzed data from the NEISS-All In-
jury Program. Estimates from this study found that approximately 33,000 persons
aged sixty or more were treated in U.S. hospital emergency departments for non-
fatal assault–related injuries in 2001, with injuries occurring disproportionately
among persons aged sixty to sixty-nine years (CDC, 2003b). Although this esti-
mate indicates that violent injury among older adults is a significant issue, we know
little about the contexts that led to these injuries.

Sexual Violence

Sexual violence is a serious problem that affects millions of people every year. Sta-
tistics about sexual violence vary due to differences in how sexual violence is de-
fined and how data are collected. Sexual violence data usually come from police
reports, clinical settings, nongovernmental organizations, and survey research.
Available data greatly underestimate the true magnitude of the problem. Rape is
one of the most underreported crimes. In 2002, only 39 percent of rapes and sex-
ual assaults were reported to law enforcement officials (U.S. Department of Jus-
tice, 2003). An estimated 79,855 of the assaults treated in emergency departments
(4.6 percent) were considered sexual assaults. Males represented 12.9 percent of
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the sexual assaults treated in emergency departments, but 60 percent of the vic-
tims of other assaults.

About 2 out of every 1,000 children in the United States were confirmed by
child protective services agencies as having experienced sexual assault in 2003
(USDHHS, Administration on Children, Youth, and Families, 2003). Among high
school youths nationwide, about 9 percent have reported that they had been forced
to have sexual intercourse (Grunbaum et al., 2004). Female students are more
likely than male students to report sexual assault (11.9 percent versus 6.1 percent).
Overall, 12.3 percent of black students, 10.4 percent of Hispanic students, and
7.3 percent of white students reported that they had been forced to have sexual
intercourse. Among college students nationwide, between 20 and 25 percent of
women have reported experiencing completed or attempted rape (Fisher, Cullen,
& Turner, 2000). Among adults nationwide, more than 300,000 women (0.3 per-
cent) and over 90,000 men (0.1 percent) have reported being raped in the previ-
ous twelve months. One in six women (17 percent) and one in thirty-three men (3
percent) have reported experiencing an attempted or completed rape at some time
in their lives. Among adults who report being raped, women experienced 2.9 rapes
and men experienced 1.2 rapes in the previous year (Tjaden & Thoennes, 2000).

Suicide

From 1990 to 2002, the suicide rate in the United States has declined 12 percent,
from 12.5 to 10.9 per 100,000. Suicide rates are generally higher than the national
average in the Western states and lower in the Eastern and Midwestern states
(CDC, 1997). In 2002, 132,353 individuals were hospitalized following suicide at-
tempts; 116,639 were treated in emergency departments and released (CDC,
2005). In 2001, 55 percent of suicides were completed with a firearm (Anderson
& Smith, 2003). Suicide rates are highest among whites and second highest among
American Indian and Alaska Native men (CDC, 2005). Of the 24,672 suicide
deaths reported among men in 2001, 60 percent involved the use of a firearm
(Anderson & Smith, 2003). The injuries treated in emergency departments and
considered self-directed have been fewer in number than those treated and con-
sidered to result from assault. An estimated 425,650 injuries were attributed to
self-directed violence in 2002. Females (245,796) were more likely to be treated
for injuries due to self-directed violence than males (179,735). Given that males
are far more likely to die from suicide than females, the ratio of nonfatal injuries
to suicides is far lower in males (13.6 to 1) than in females (117.2 to 1). YRBS data
for 2003 indicate that approximately one in ten female high school students (11.5
percent) attempted suicide at least once in the past twelve months. About half as
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many males (5.4 percent) reported attempting suicide as females. Suicidal ideation
was far more common, with 21.3 percent of females and 12.8 percent of males
reporting having seriously considered suicide in the past twelve months. The per-
centage of students who made a plan to attempt suicide decreased significantly
from 1991 to 2003 (from 18.6 percent to 16.5 percent) (Grunbaum et al., 2004).

Witnessing Violence

An important aspect of violence that has far-reaching consequences is witnessing
violence. However, it is difficult both to measure the magnitude of its occurrence
and to calculate its impact on witnesses. Numerous studies attempting to assess
the prevalence of exposure to violence have been conducted, finding generally
that inner-city youths both witness and are victims of violence at relatively higher
rates than other groups (Richters & Martinez, 1993; Fitzpatrick & Boldizar, 1993;
Bell & Jenkins, 1993; Gladstein, Rusonis, & Heald, 1992; Schubiner, Scott, &
Tzelepis, 1993; Cooley, Turner, & Beidel, 1995). Also, the effects of witnessing or
being victims of community violence have been examined by several researchers,
with findings suggesting psychological and psychiatric effects that may severely
hinder the life chances of these youths (Pynoos & Nader, 1989; Terr, 1990; Fred-
erick, 1985; Fitzpatrick & Boldizar, 1993; Hinton-Nelson, Roberts, & Snyder,
1996; Berman, Kurtines, Silverman, & Serafini, 1996).

Identifying Causes

The second step in the public health approach involves identifying causes. This
step may also be used to define populations at high risk and to suggest specific in-
terventions. Some risk factors, such as alcohol and drug use and misuse, media vi-
olence, and social and economic influences, have been explored. However, many
questions remain regarding the role that these and numerous other possible causes
play in producing violent behavior and, more important, the ways in which these
and other risk factors may be modified to prevent violent behavior.

The lack of definitive answers about the causes of violent behavior is proba-
bly due to both the infancy of scientific inquiry into the problem and the com-
plexity of violence. As described earlier, many forms of violence appear to have
multiple etiologies. This implies there is no simple answer to defining the cause
or causes of violent behavior.

A fundamental question about violence is whether specific subtypes of vio-
lent behavior require multiple theories to explain a variety of etiologies. The al-
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ternative is that violence is a homogenous construct requiring one comprehensive
theory to explain its etiology. Some of the difficulties in developing a precise tax-
onomy for violence and its causes result from our undeveloped understanding and
agreement around this issue. Many use the term violence to refer to a fairly broad
range of behaviors (or potential behaviors, or thoughts, or images) without pro-
viding much specification of these violent behaviors and how they differ from each
other. This issue of taxonomy and specificity of language is a barrier to develop-
ing a better understanding of violence. It seems logical that there are subtypes of
violence, with differing etiologies and that a first step is to begin to describe these
various forms (Reiss & Roth, 1993). However, as data sources tend to collect inad-
equate information on the circumstances surrounding each violent event, it is dif-
ficult to describe the violence problem in terms of subtypes of violence. Inadequate
data collection occurs partly because subtypes of violence are poorly articulated
and partly because collection of information about circumstances is difficult.

It is impossible to understand the causes of violence without considering the
interplay between the behavior of individuals, the immediate environments in
which they act and are socialized, and the social and economic institutions that
define norms for behavior and influence processes that define environments, that
is, their ecology. The ecological perspective has been developed theoretically and
employed empirically in a number of forms in a variety of scientific disciplines
(see, for example, Hawley, 1950, 1986; Bronfenbrenner, 1977). Ecological analy-
sis allows for assessment of relations within systems. In the case of humans and
violent behavior, the focus is on the relationship between the individual and his
or her immediate settings, as well as his or her larger social contexts, both formal
and informal. The concept of the ecological environment is topological and in-
volves a nested arrangement of systems, each contained within the next.

An ecological systems model of human development provides a useful frame-
work for understanding the etiology of different forms of violence as well as iden-
tifying potential opportunities for intervention (Bronfenbrenner, 1977, 1988; Belsky,
1980; Cicchetti & Lynch, 1993). According to this model, intrapersonal, social, cul-
tural, economic, and physical environments influence the development of violent
behavior. In Bronfenbrenner’s model (1977), the microsystem contains an individ-
ual’s interpersonal relationships and includes relations with family and peers. Next
is the mesosystem, which contains the interactions between the social systems found
in the microsystem—for example, the relationships between the family and the in-
dividual’s peer group. The exosystem is the larger social system within which the
micro- and mesosystems exist. Finally, the macrosystem is the overarching institutional
patterns of the culture or subculture, such as the economic, social, educational,
legal, or political systems, of which the micro-, meso-, and exosystems are the
concrete manifestations. Macrosystems are conceived and examined not only in
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structural terms but as carriers of information and ideology that both explicitly
and implicitly endow meaning and motivation upon particular agencies, social
networks, roles, and activities and their interrelations.

There are several implications of this ecological model for understanding vi-
olence. First it allows for the direct influence of environmental factors—familial,
societal, and physical—on behavior. The model also explicitly acknowledges the
multilevel determinants of behavior. Fitting the model to violence, it is not just
family or neighborhood environments but all of these factors that contribute to
the development of violence. Moreover, these factors interact with each other to
influence whether or not individuals engage in violent behavior.

There are several studies that have attempted to employ an ecological frame-
work to assess influences on behavior within and across levels of analysis. Brooks-
Gunn, Duncan, Klebanov, and Sealand (1993) examined the effects of neighborhood
characteristics on individual child outcomes. Also using an ecological framework,
Richters and Martinez (1993) explored the effects of violent communities and fam-
ily characteristics on the adaptational failure (in school performance and behavioral,
using the the Child Behavior Checklist; Achenbach & Ruffle, 2000) of individual chil-
dren. Another study combining data at multiple levels of analysis found that a mea-
sure of collective efficacy of communities was negatively associated with violence
(Sampson, Raudenbush, & Earls, 1997).

Most etiologic research into violent behavior occurs at one level of analysis.
Studies that are limited to one level of analysis are easier to conduct, though at
higher levels of aggregation suffer from potential interpretation problems when
attempting cross-level interpretation (Glick & Roberts, 1984; Richards, Gottfred-
son, & Gottfredson, 1990; Iversen, 1991).

The development and expression of violent behavior among individuals is
likely to be partially determined by biological and other predisposing conditions.
Though all human behavior has an important environmental component, it is
also influenced in some way by genes (Carey & Goldman, 1997). The question
emerging in genetic research in relation to antisocial behavior is not, “Is there ge-
netic influence?” but, “What are the mechanisms for a genetic effect?” Numer-
ous studies of the role of genetics and heritability in violent and aggressive
behavior have been conducted in animal populations (Carey, 1994). In humans,
there is some evidence that some personality traits and cognitive styles have some
genetic component that may be associated with tendencies toward aggressive and
violent behavior (Carey, 1994). There is also evidence that neurobiology, hor-
mones, neurochemistry, and diet are related to antisocial behavior (Mirsky &
Siegel, 1994; Kanarek, 1994; Miczek et al., 1994; Brain, 1994; Brain & Susman,
1997; Berman, Kavoussi, & Coccaro, 1997). Additionally, prenatal and perinatal
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factors may have some influence on potential for violence later in life (Lewis,
Pincus, Bard, & Richardson, 1979; Mungas, 1983; Mednick & Kandel, 1988).

There is significant evidence that mental disorders are associated with violent
behavior (Beck, 1994; Monahan, 1997; Mulvey, 1994; Hodgins, 1995). Antisocial
personality disorder in particular has been associated with violent behavior
(Robins & Regier, 1991). Alcohol use and abuse in relation to violence perpetra-
tion and victimization is a complicated issue, though there are clearly associations
(White, 1997).

A number of studies have implicated hereditary factors and biological factors
influencing the propensity for suicidal behavior (Arana & Hyman, 1989; Mann,
1987; Rainer, 1984). Substantial evidence has suggested that deficiencies in the
serotonergic system are associated with suicidal behavior (Baldwin, Bullock, Mont-
gomery, & Montgomery, 1991; Lowther et al., 1997; Mann, Arango, & Under-
wood, 1990; Ohmori, Arora, & Meltzer, 1992; Van Praag, 1991). A feeling of
hopelessness is one characteristic that has been generally associated with suicidal
behavior (Beck, Steer, Beck, & Newman, 1993; Hill, Gallagher, Thompson, &
Ishida, 1988; Rotheram-Borus & Trautman, 1988; Shaffer et al., 1996; Weishaar
& Beck, 1992). Additionally, a number of psychiatric disorders have been associ-
ated with suicidal behavior, such as depression (Brent, Kolko, Allan, & Brown,
1990; Brent, Perper, Moritz, Baugher, et al., 1993; Roy, 1986; Wolk & Weissman,
1996), bipolar affective disorder (Tondo, Jamison, & Baldessarini, 1997; Tondo et
al., 1998), conduct disorder (Shaffer et al., 1996), and alcoholism and substance
abuse (Marzuk et al., 1992; Roy, Dejong, Lamparski, Adinoff, et al., 1991; Roy,
Dejong, Lamparski, George, & Linnoila, 1991; Shaffer et al., 1996; Stack &
Wasserman, 1995), among others.

Although biological factors may play some role in the development and
expression of violent behavior, at present it is also unclear how much influence en-
vironmental factors may have on biological factors. Thus, as biological factors asso-
ciated with violent behavior are elucidated, we must also develop an understanding
of how we can modify those factors or risks of developing violent behavior through
environmental modifications.

Most research into the causes of violent behavior among individuals has fo-
cused on risk factors; however, some effort has also been made to address the issue
from a resiliency perspective. Characteristics and experiences related to educa-
tion, vocation, marriage, children, and social support were found to be associated
with resilience (Werner, 1989). It was found that resilient children were those who
exhibited good coping strategies with adult responsibilities (Werner & Smith,
1992). However, the concept of resilience as represented in research and the util-
ity of this concept for violence prevention have been questioned (Tolan, 1996).
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Characteristics of the family environment profoundly influence the develop-
ment of individuals. The primary socializing agent for most children is the family.
Many violent offenders appear to have experienced poor parental child rearing
methods, poor supervision, or separations from their parents when they were chil-
dren (Farrington, 1997), or they have experienced physical or sexual abuse and
neglect (Widom, 1989; Tebbutt, Swanston, Oates, & O’Toole, 1997). It is also be-
coming more apparent that youths that witness violence in their homes are affected
significantly by the experience (David, Steele, Forehand, & Armistead, 1996). Ad-
ditionally, children’s adaptational failure has been found to be related to unstable
or unsafe homes (Richters & Martinez, 1993).

A number of family environment characteristics have been associated with
suicide and suicidal behavior, including family conflict or discord (Brent et al.,
1994; Campbell, Milling, Laughlin, & Bush, 1993), parental attachment (Dejong,
1992), poor family functioning (Adams, Overholser, & Lehnert, 1994), childhood
separation from parents (Bagley & Ramsay, 1985), child abuse and neglect
(Deykin, Alpert, & McNamara, 1985; Straus & Kantor, 1994), being a victim of
intimate partner abuse or conflict (Deykin et al., 1985), and loss of a peer (Brent,
Perper, Moritz, Friend, et al., 1993; Brent, Moritz, Bridge, Perper, & Canobbio,
1996).

Another factor that may operate at the level of family and peers, although it
is clearly linked to community characteristics, is access to means. A number of
studies have indicated, with varying degrees of rigor, that access to firearms in-
creases the risk of suicide and homicide (Beautrais, Joyce, & Mulder, 1996; Boor
& Bair, 1990; Brent, Perper, Moritz, Baugher, et al., 1993; Cummings, Koepsell,
Grossman, Savarino, & Thompson, 1997; Medoff & Magaddino, 1983; Sloan,
Rivara, Reay, Ferris, & Kellerman, 1990).

It is unclear what role peer influence plays in the development of violent be-
havior. Research has suggested that aggressive youths are frequently rejected by
peers (Coie, Dodge, Terry, & Wright, 1991; Huesmann & Eron, 1986; Evans,
Oates, & Schwab, 1992; Levy, 1992).

School environments appear to be relatively safe places, where homicide per-
petration and victimization are rare (Kachur et al. 1996; Anderson et al., 2001),
despite some recent dramatic exceptions. However, many students report being
in fights and having been hit while in school (Grunbaum et al., 2004). There is
also evidence that weapon carrying in schools is fairly common and even more
common among high school youths outside of schools (Grunbaum et al., 2004).
Thus, even though serious injury and homicide on school property appears to be
rare, the realities of violence in the form of fighting and potential violent victim-
ization appear to be significant for many youths. It is unclear how witnessing the
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fighting behavior of peers, knowing that peers are carrying weapons, or being a
victim of violence in the school setting influences the violence potential of youths
or how this may influence or be influenced by violence in the community. Vio-
lence prevention programs in elementary and middle schools appear to be asso-
ciated with reduced risk for violent behavior, however (Cotten et al., 1994).

At a higher level of aggregation the mesosystem is focused on understanding
how the microsystems of an individual’s existence interact with each other. There
appears to be little research into these interrelationships as they affect violence in
communities. One possible exception is a study of the relationship between com-
munity efficacy and violence in Chicago (Sampson, Raudenbush, & Earls, 1997).

The social and economic conditions in which individuals, microenvironments,
and mesoenvironments exist appear to have significant influence on the devel-
opment of violent behavior. A number of neighborhood- or community-based
studies have found community characteristics that appear to be associated with
violence. Poverty is probably the most commonly studied variable in ecological
analyses of violence. In fact, across studies, a number of indicators of poverty and
income inequality have been found to be significant predictors of interpersonal
violence (Shaw & McKay, 1942; Smith & Jarjoura, 1988; Messner & Tardiff, 1986;
Harries, 1995; Taylor & Covington, 1988). Community stability, frequently mea-
sured through mobility, is another community characteristic that has been found
to be associated with measures of violence (Smith & Jarjoura, 1988; Sampson,
1985; Taylor & Covington, 1988; Harries, 1995). Additionally, family structure
and stability, housing and population density, and social organization factors have
been found to be associated with community violence (Roneck, 1981; Sampson,
1985; Smith & Jarjoura, 1988; Sampson & Groves, 1989).

There has been significant discussion around the culture of violence in the
United States and the role that this plays in promoting the acting out of violent be-
havior in our everyday lives. One important aspect of a culture of violence is the
role played by the media. Significant evidence suggests that exposure to dramatic vi-
olence on television is associated with aggressive behavior (Huesmann & Miller,
1994). There is also evidence that this relationship is mediated by factors such as
cultural norms (Landau, 1984), group norms (Huesmann & Bacharach, 1988), and
family characteristics (Tangney & Feshbach, 1988). Some evidence suggests that
even though the media may play a significant role in violence, direct models of in-
terpersonal violence (witnessing real-life acts of violence) are much more influential
than indirect models (dramatic presentations of violence in the media) (Friedlander,
1993).

A number of key concepts at several levels of aggregation (individual, family
and peer, community, and macrosystem) appear to be central for understanding
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the causes of violence. Unfortunately, no research findings have yet simultane-
ously linked all these levels together to provide an understanding of the causes of
violence that would allow us to develop and implement highly effective multisys-
temic interventions for the prevention of violent behavior. This fact highlights
once again the issue of taxonomy. Reviewing the literature on suicide and inter-
personal violence reveals that studies frequently use different definitions for like
predictors and concepts. When it comes to prevention, we must be clear on ex-
actly what is to be prevented. If the goal is to broadly prevent aggressive behav-
ior (assuming we can agree on what we mean), our prospects are much more
daunting than if our goal is to prevent something like firearm-related homicides in
convenience stores in a specific city. Constructs that we use as proxies for or as
predictive of violence are broad, as are those variables that actually measure vio-
lence. Thus we are left with a rapidly developing field of research that is strug-
gling for both a more refined taxonomy and a more developed framework for
understanding the causes of violence.

Developing and Testing Interventions

The third step in the public health model is to develop interventions based, in
large part, on information obtained in the course of the previous steps and then to
test these interventions. This step includes evaluating the efficacy of programs,
policies, and interventions. Methods for testing include prospective randomized
controlled trials, comparisons of prevention and other populations for occurrence
of health outcomes, time series analyses of trends in multiple areas, and obser-
vational studies, such as case-control studies.

Preventive interventions are usually efforts to break a causal chain between
the potential for a negative outcome and the achievement of that outcome. Thus
development of preventive interventions is dependent on the second step in the
public health model, in this case, gaining an understanding of causes of violent
behavior. In practice, however, interventions are often implemented and occa-
sionally evaluated with little or no specification of the causal chain or how the in-
tervention will affect this chain.

Prevention must be based on the soundest, best evidence available. We have
started to make significant advances to identify prevention strategies that have
been followed by research to determine if these strategies work. Whenever we be-
lieve we have an effective strategy, we should explore the impact and cost of that
strategy in community settings, and then work to improve it and its delivery.

Policymakers and program funders use information about effectiveness to set
policy and funding priorities for violence prevention. They want to implement
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prevention strategies that work, and they generally consider the following issues
when making decisions: potential to reduce or avoid violent injury or death: so-
cial, legal, and ethical impacts; economic impacts; and best methods of imple-
mention. Each of these considerations is crucial to a successful violence prevention
effort. It is best to consider these elements before starting a program. However, it
is never too late to consider these elements within existing programs. Many vio-
lence prevention programs lack evidence about their effectiveness and could use
the valuable information gleaned by evaluation to make immediate improvements
in the program.

In violence prevention, targeting refers to focusing on modifying something that
is causally related to violence-related injury in a specific population. The goal is
to break the causal chain and prevent injury. There are two complementary ways
to think about prevention targeting. One is to focus on the level of the prevention
target. The other is to focus on the injury stage.

The Institute of Medicine report on reducing risks for mental disorders
(Mrazek & Haggerty, 1994) suggests a framework for describing intervention ap-
proaches in terms of the intervention target; interventions may be indicated, se-
lective, or universal (Gordon, 1983). Indicated interventions target identification
and treatment and skill building among individuals and families. Selective inter-
ventions target high-risk groups, with a focus on screening and group prevention
activities. Universal interventions target communities or larger aggregations and
may involve media or educational campaigns and other broad, population-based
prevention strategies.

This model of levels is congruent with an ecological model of human devel-
opment (described previously). As we find characteristics of individuals that put
these individuals at high risk of violent behavior, we can attempt to develop and
evaluate indicated interventions to reduce this risk. Similarly, as we identify char-
acteristics of groups that are indicative of member’s potential to perpetrate or be
a victim of violence and as we understand the causal pathways that may lead this
group to experience violence, we can develop, test, and deliver selective interven-
tions that may lead to reductions of community violence. Finally, as we under-
stand more of societal influences on the development and expression of forms of
violence, we will be able to implement universal interventions (laws, education,
media images, and so forth).

Indicated interventions are highly targeted and frequently involve identifica-
tion, treatment, and skill building among individuals and families. At this level the
focus is on early detection, and frequently, intensive individual treatment relying on
one-on-one, provider-to-patient interaction. Early-treatment programs are ex-
amples of indicated strategies. Indicated interventions tend to occur within the
traditional health and mental health care delivery system and tend to be resource
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intensive per person served. Screening strategies can be employed to identify per-
sons at high risk for which an indicated effort would be suggested.

Selective interventions are targeted at high-risk groups with a focus on screen-
ing and group prevention activities. Peer support programs for students with a
number of risk indicators would be an example. Selective interventions are less
resource intensive than indicated programs.

Universal interventions are targeted at communities or larger aggregations and
may include media or educational campaigns and other broad population-based
prevention strategies. Universal interventions may also be environmental preven-
tion strategies that focus on physical changes that reduce risk. Reducing access to
lethal means, especially firearms, is an example of an environmental strategy.

We can also conceptualize violence prevention in terms of stages of preven-
tion. These stages correspond to before violent behavior occurs (primary prevention),
as behavior occurs (secondary prevention), and after behavior occurs (tertiary pre-
vention). Intervention strategies will vary depending on the stage being targeted.

Primary prevention refers to an effort that targets the causes of violent behavior
and injury before injury or violent behavior occurs. Conduct disorder, depression, im-
pulsive behavior, alcohol and drug abuse might be targets of primary prevention,
usually through health and mental health services. Implementing programs that
prevent alienation or isolation of youth, such as bullying prevention programs and
programs that improve access to health and mental health care for individuals, is
another example of a primary prevention strategy. Finally, efforts to reduce ac-
cess to lethal means or to address media coverage of violence are also primary
prevention strategies.

Secondary prevention attempts to target intervention as behavior is occurring,

with the goal of minimizing any self-injury that may occur. Early detection of sui-
cidal ideation or aggressive behavior and an appropriate referral and treatment
for suicide risk is an example.

Tertiary prevention targets intervention following a violent injury or behavior to
minimize the impacts and to reduce the likelihood of subsequent injury. For ex-
ample, effective intervention in a suicidal crisis or criminal justice approaches to
managing violent offenders with the intent to prevent future injuries or to reduce
the severity of an injury.

By combining the level of intervention and the stage of intervention we can
describe and compare different strategies. The efficacy, the effectiveness, and the
cost of each prevention strategy are important pieces of information in this
process. For example, comparing the effects of screening and treatment for de-
pression or conduct disorder (indicated, primary) with training gatekeepers or
delivering a social-cognitive curriculum in schools (selective, secondary), or com-
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paring a particular clinical treatment for depression (indicated, primary) with a
strategy to reduce access to firearms among youths (universal, primary), can pro-
vide sound data to help us choose or combine various strategies. The key is to con-
sider the effectiveness of various strategies for reducing violence within the context
of level and stage of prevention. With this information we can make decisions
about the best use of scarce resources.

Assessing prevention effectiveness is a scientific approach for making sure that
what we are doing or want to do will work. Basic steps in assessing prevention ef-
fectiveness include identifying which strategies will be most likely to reduce injury
and death from violent behavior; determining the potential effects of those strate-
gies, including social, legal, ethical, and economic factors; determining optimal
methods for implementing those strategies; and assessing the effectiveness of each
strategy periodically as it develops and is implemented.

With an understanding of the etiology of violent behavior it is possible to
identify a target toward which an intervention or prevention strategy can be di-
rected with the intent of breaking the causal chain. Use of a logic model that
clearly specifies expected outcomes, inputs, and activities associated with a pro-
grammatic effort to prevent violence enables a program developer to understand
and communicate the rationale behind the prevention approach. Clearly defin-
ing the logic of a program will also enable development of a strategy to evaluate
the implementation and outcomes of that program.

Implementing Interventions

Compared to other public health areas, preventing violent behavior is an area in
which relatively few programs or interventions have demonstrated efficacy and
effectiveness. Most of the information we have has been focused on preventing
interpersonal violence among youths. Efforts are now emerging for identifying ef-
fective programs for preventing suicide and other forms of violence.

A number of reviews and synthesis efforts have been aimed at advising both
practitioners and policymakers about effective strategies for preventing violence.
These include the Cochrane Collaboration, the U.S. Department of Education’s
new What Works Clearinghouse, the University of Colorado’s Blueprints for Vio-
lence Prevention, the CDC’s publications Best Practices in Youth Violence Prevention

and Youth Suicide Prevention Programs; and SAMHSA’s National Registry of Evidence-
based Programs and Practices, among others.

The Cochrane Collaboration is discussed in Chapter Three. The What Works
Clearinghouse was established in 2002 by the U.S. Department of Education’s
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Institute of Education Sciences to provide educators, policymakers, researchers,
and the public with a central and trusted source of scientific evidence on what
works in education. Currently, the What Works Clearinghouse is developing a
topic area titled Interventions to Reduce Delinquent, Disorderly, and Violent Be-
havior in Middle and High Schools, and is anticipating publishing initial findings
in 2006.

In 1996, the Center for the Study and Prevention of Violence (CSPV), based
at the University of Colorado at Boulder, designed and launched a national vio-
lence prevention initiative to identify violence prevention programs that are ef-
fective. The project, Blueprints for Violence Prevention, has identified eleven
prevention and intervention programs that meet a strict scientific standard of pro-
gram effectiveness. Program identification is based on an initial review by the
CSPV and a final review and recommendation from a distinguished advisory
board made up of seven experts in the field of violence prevention. The eleven
model programs, called blueprints, have been effective in reducing adolescent vio-
lent crime, aggression, delinquency, and substance abuse. Another eighteen pro-
grams have been identified as promising programs.

The CDC has produced a document titled Best Practices of Youth Violence Pre-

vention: A Sourcebook for Community Action (Thornton et al., 2000). Best Practices ex-
amines the effectiveness of specific violence prevention practices in four key
areas: parents and families, home visiting, social and conflict resolution skills,
and mentoring. These programs are drawn from real-world experiences of pro-
fessionals and advocates who have successfully worked to prevent violence
among children and adolescents. As a CDC publication the sourcebook also
documents the science behind each best practice and offers a directory of re-
sources for more information about programs that have used these practices.

In addition, the CDC has reviewed and summarized a range of strategies in-
tended to prevent suicidal behavior (CDC, 1992). A review of the suicide preven-
tion efforts listed in the guide suggests that most suicide prevention programs
embrace the high-risk model of prevention, where the goal is case finding and re-
ferral (Rose, 1985). Screening and referral, crisis centers, and community orga-
nization are common examples of this high-risk approach. Suicide awareness 
or education activities, media guidelines, and means restriction are examples of
population-based interventions. Currently, neither one of these two prevention ap-
proaches can be said to be more effective than the other in addressing the problem
of suicide. However, it is reasonable to expect that a combination of these ap-
proaches may be more effective than either approach by itself in affecting suicide
rates and suicide-related morbidity. We could implement efforts to reduce suicide
risk with a focus on a population or a population segment and combine those ef-
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forts with intensive efforts to identify and provide services for those at greatest risk.
Some of the strategies reviewed are gatekeeper training, prevention education,
screening, peer support programs, crisis intervention, restricting access to means,
providing aftercare for those who experience significant loss, and educating families.

The Substance Abuse and Mental Health Services Administration is devel-
oping a National Registry of Evidence-based Programs and Practices (NREPP).
This is a registry of programs that have been tested in communities, schools, social
service organizations, and workplaces across America and have provided solid
proof that they have prevented or reduced substance abuse and related high-risk
behaviors. The NREPP rating criteria and process are currently being revised,
and although the NREPP system is presently focused on alcohol and substance
abuse prevention and treatment programs, the system will eventually include pro-
grams for mental health prevention and treatment and suicide prevention.

A number of model and promising programs for preventing violence have
been identified, and more evidence is emerging for other programs. One of the
major challenges we face is to ensure that the outcomes are appropriate to the
populations on which they are focused.

At the implementation stage in the public health model the focus is on taking
programs that have met criteria for effectiveness to scale in order to deliver the pro-
gram to populations at risk. Data collection to evaluate a program’s implementa-
tion and effectiveness is essential, particularly because an intervention that has
been found effective in a clinical trial may perform differently in diverse settings.
Another important component of this fourth stage is determining the cost effec-
tiveness of such programs. Balancing the costs of a program against the cases pre-
vented by the intervention can be very helpful to policymakers in determining
optimal public health practice.

During the implementation phase it is important to develop guidelines and
procedures for putting effective programs in place. Implementation guidelines are
especially important for ensuring that programs will work on a large scale. Guide-
lines and technical assistance are also needed for adapting interventions for par-
ticular community values, cultures, and standards while allowing for and benefiting
from racial and culturally diverse participation.

Implementation refers to how well a plan has been followed when put into
practice. Implementation has been alternatively referred to as treatment adher-
ence, fidelity, or integrity, or sometimes as a form of process evaluation that in-
volves gathering data to assess the delivery of programs (Durlak, 1998). A good
assessment of implementation will not only identify discrepancies between the
planned and delivered programs but will also provide a thick description of the
key players and components needed to attain the goals of a program.
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Durlak (1998) notes that implementation varies across change agents (that is,
program personnel and agencies) and settings and is sometimes seriously com-
promised. In a review of the literature, Durlak found that 23 to 81 percent of pro-
gram activities may be omitted, with only a minority of programs implemented
to a high degree of integrity or fidelity. Durlak also notes that preventionists, in
general, should not expect the quantity or quality of implementation to be 100
percent. The level of implementation needed for maximum program impact is
largely unknown for most violence prevention programs.

In most program models, process and outcome are closely intertwined (Reid &
Hanrahan, 1988, p. 94). Monitoring program implementation is central to deter-
mining whether the quantity and quality of program delivery is consistent with the
program model. Without periodic measurement of key program elements one can
only assume that the program was being delivered. Unless we know what was truly
delivered, we are hard pressed to say that we know what aspects of program deliv-
ery were associated with outcomes.

In addition to being an essential part of an outcome evaluation, effective and
periodic program monitoring is a valuable management tool. An effective sys-
tem for monitoring program delivery can assist with management decisions and
with ensuring accountability of program staff. With periodic feedback about the
program environment and the amount and quality of the program being deliv-
ered, program managers and line staff can make timely adjustments to improve
the program.

Integration of Violence Prevention Efforts

Looking over the epidemiology of violence in different forms and learning about
risk and protective factors, one is struck by the similarities in risk factors across
forms of violence. Yet our approach to violence prevention is fragmented as we
focus on specific forms of violence and create specific programs to address each
form of violence separately. Recent efforts to study and prevent the co-occurrence
of varied forms of violence have been made (Daro, Edleson, & Pinderhughes,
2004). Gaps in our understanding of how different types of violent behaviors are
interrelated and whether they share common risk factors have limited our ability
to design more cost-effective violence prevention and intervention efforts that
could address multiple types of violence, however.

Research has begun to describe youth involvement in multiple forms of vio-
lent behavior, such as peer violence and suicide. One of the few studies that have
specifically examined the overlap between physical peer violence and suicidal be-
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haviors was based on the 1997 New York State Youth Risk Behavior Survey. This
study found that 11 percent of high school students reported both suicidal and
violent behavior in the past year (Cleary, 2000). Research based on the 2001 na-
tional Youth Risk Behavior Survey found that adolescents who report suicidal be-
havior are more likely to report involvement in physical fighting (Swahn, Lubell,
& Simon, 2004). More specifically, high school students who reported attempting
suicide were more likely to have been in a physical fight than were students who
reported not attempting suicide (61.5 percent versus 30.3 percent) (Swahn et al.,
2004). Higher proportions of both boys and girls who had attempted suicide (77.8
percent and 54.0 percent, respectively) reported fighting compared to the pro-
portions of those boys and girls who had not attempted suicide (41.2 percent and
19.8 percent, respectively). Moreover, among those students who reported at-
tempting suicide, the proportion who reported fighting was highest among ninth
graders (64.5 percent) and decreased with each subsequent grade. Research has
also found that youths who have attacked others with a weapon (Evans, Marte,
Betts, & Silliman, 2001; Flannery, Singer, & Wester, 2001), engaged in dating vio-
lence (particularly for males; Coker et al., 2000), or perpetrated sexual violence
(Borowsky, Hogan, & Ireland, 1997) have been shown to be at higher risk for sui-
cidal behavior.

Advancing a complementary ecological model to help us think more clearly
about how to create communities with a rich network of nurturing support-
ive relationships has been advocated by some neuroscientists, research scholars,
pediatricians, and youth service professionals (Eccles & Gootman, 2002). In re-
views of new research on the brain, human behavior, and social trends, networks
of enduring, nurturing relationships have been shown to significantly strengthen
brain development and diminish the likelihood of aggression, depression, and
substance abuse. The characteristics of social groups—whether families or other
social groups—that will produce good outcomes for children have begun to be
identified and can be incorporated into community programs (Eccles & Gootman,
2002). This approach does not replace the focus on preventing problems but pro-
vides a broader view of activities in such areas as community service, school-to-
work transition, parenting, mentoring, and arts and recreation, among others. In
high-quality, comprehensive experimental and quasi-experimental evaluations, a
few of these activities have been identified as effective in preventing delinquency,
drug and alcohol use, high-risk sexual behavior, aggressive behavior, violence, tru-
ancy, and smoking, as well as effective in increasing psychological and social as-
sets among youths (Catalano, Gainey, Fleming, Haggerty, & Johnson, 1999;
Hawkins, Catalano, Kosterman, Abbott, & Hill, 1999). Much more collaborative,
comprehensive, and longitudinal research is needed to evaluate which features of
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community programs influence development, which processes within each activ-
ity are related to these outcomes, and which combination of features are best for
which outcomes to supplement family-based and school setting prevention efforts.

Summary

Using the public health approach as a framework, this chapter has provided a de-
scription of the problem of violence and suggested a means for understanding the
causes and prevention of violent behavior. Although the spectrum of possible ef-
forts is limited, several actions can advance violence prevention. First, we can ad-
vocate for investment in injury surveillance systems that will provide us with
meaningful and timely information on magnitudes, trends, and affected populations.
Second, we must further develop the taxonomy of violence and appropriate theo-
retical models to begin to move toward a comprehensive and thorough under-
standing of the causes of violence and the means to prevent violence. Third, we
must take what we learn from conducting surveillance and research and apply it to
developing and testing prevention strategies. Finally, we must streamline the path-
way between science and program implementation by developing systems for rapidly
and effectively disseminating information on the practice of violence prevention.
As people die from violent behavior, we strive to understand the causes and to de-
velop effective means to reduce the toll. Clearly, we have much work to do. (See Ex-
hibit 12.1 on page 422 for a list of helpful resources.)
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EXHIBIT 12.1. HELPFUL RESOURCES.

American Association of Suicidology (AAS)
4201 Connecticut Ave. NW, Ste. 408
Washington, DC 20008
Phone: (202) 237-2280
Web site: http://www.suicidology.org

The goal of the AAS is to understand and prevent suicide. AAS promotes research, public
awareness programs, public education, and training for professionals and volunteers.

American College of Obstetricians and Gynecologists
409 Twelfth Street SW
PO Box 96920
Washington, DC 20090-6920
Phone: (202) 638-5577
Web site: http://www.acog.org

This Web site provides professional publications about violence against women, intimate
partner violence, sexual violence, adolescent dating violence, and patient education materi-
als, in both English and Spanish.

American Foundation for Suicide Prevention
120 Wall St., 22nd Flr.
New York, NY 10005
Phone: (888) 333-2377 or (212) 363-3500
Web site: http://www.afsp.org

The American Foundation for Suicide Prevention is dedicated to advancing knowledge of
suicide and its preventable nature.
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Center for the Study and Prevention of Violence (CSPV)
University of Colorado at Boulder
Institute of Behavioral Science
900 28th St., Ste. 107
439 UCB
Boulder, CO 80309-0439
Phone:(303) 492-1032
Fax: (303) 443-3297
Web site: http://www.colorado.edu/cspv/blueprints

CSPV offers eleven model programs, called blueprints, that have been effective in reducing
adolescent violent crime, aggression, delinquency, and substance abuse; these are summa-
rized, with a video segment, on the Web site. CSPV also offers training and technical assis-
tance to help sites choose and implement these programs.

Children’s Safety Network (CSN)
55 Chapel St.
Newton, MA 02458-1060
Phone: (617) 969-7100 x2722
Web site: http://www.childrenssafetynetwork.org

The Network provides resources and technical assistance to maternal and child health
agencies and organizations seeking to reduce unintentional injuries and violence toward
children and adolescents. There are two Children’s Safety Network Resource Centers, 
funded by the Health Resources and Services Administration’s Maternal and Child Health
Bureau.

Clearinghouse on Abuse and Neglect of the Elderly
University of Delaware
Department of Consumer Studies
Alison Hall West, Rm. 211
Newark, DE 19716
Phone: (302) 831-3525
Web site: http://www.elderabusecenter.org

The Clearinghouse on Abuse and Neglect of the Elderly (CANE) is the nation’s largest 
archive of published research, training, government documents, and other sources on elder
abuse. The CANE collection is fully computerized and contains nearly 5,000 holdings. You
can also search its database to obtain references pertaining to the many facets of elder
mistreatment.

Family Violence Prevention Fund
383 Rhode Island St., Ste. 304
San Francisco, CA 94103-5133
Phone: (415) 252-8900
Web site: http://www.endabuse.org

The Family Violence Prevention Fund (FVPF) works to end violence against women and
children around the world.
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National Center for Injury Prevention and Control
Centers for Disease Control and Prevention
Mailstop K65
4770 Buford Hwy. NE
Atlanta, GA 30341-3724
Phone: (770) 488-1506
Fax: (770) 488-1667
Web site: http://www.cdc.gov/ncipc

The National Center for Injury Prevention and Control (NCIPC) works to reduce morbidity,
disability, mortality, and costs associated with intentional and unintentional injuries.

National MCH Center for Child Death Review: Keeping Kids Alive
2438 Woodlake Circle, Ste. 240
Okemos, MI 48864
Phone: (800) 656-2434
Web site: http://www.childdeathreview.org

The National MCH Center for Child Death Review promotes, supports, and enhances child
death review methodology and activities at the state, community, and national levels. It
builds public and private partnerships to incorporate child death review (CDR) findings into
efforts that improve child health. Building on the extensive knowledge of current CDR pro-
grams, the center actively involves states in the development of center services.

National Sexual Violence Resource Center
123 North Enola Dr.
Enola, PA 17025
Phone: (717) 909-0710 or (877) 739-3895
Web site: http://www.nsvrc.org

The National Sexual Violence Resource Center (NSVRC) identifies and disseminates informa-
tion, resources, and research on all aspects of sexual violence prevention and intervention.
The NSVRC Web site features links to related resources and information about conferences,
funding, job announcements, and special events.

National Youth Violence Prevention Resource Center
PO Box 6003
Rockville, MD 20849-6003
Phone: (866) 723-3968
Web site: http://www.safeyouth.org

Developed by CDC in partnership with ten other Federal agencies, the National Youth Vio-
lence Prevention Resource Center (NYVPRC) provides current information pertaining to youth
violence. The center is a gateway for professionals, parents, teens, and others interested in
obtaining comprehensive information about youth violence and suicide prevention.

Office of Juvenile Justice and Delinquency Prevention
810 Seventh Street NW
Washington, DC 20531
Phone: (202) 307-5911
Web site: http://ojjdp.ncjrs.org
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The Office of Juvenile Justice and Delinquency Prevention (OJJDP) provides national leader-
ship, coordination, and resources to prevent and respond to juvenile delinquency and vic-
timization. OJJDP supports states and communities in their efforts to develop and implement
effective and coordinated prevention and intervention programs. OJJDP also works to im-
prove the juvenile justice system so that it protects public safety, holds offenders account-
able, and provides treatment and rehabilitative services tailored to the needs of juveniles 
and their families.

Office of Safe and Drug-Free Schools
U.S. Department of Education
400 Maryland Ave. SW
Washington, DC 20202
Phone: (800) USA-LEARN
Web site: http://www.ed.gov/about/offices/list/osdfs/index.html

The Office of Safe and Drug-Free Schools program is the Federal government’s primary vehi-
cle for reducing violence and the use of drugs, alcohol, and tobacco through education and
prevention activities in our nation’s schools.

Prevent Child Abuse America
200 S. Michigan Ave., 17th Flr.
Chicago, IL 60604-2404
Phone: (312) 663-3520
Web site: http://www.preventchildabuse.org
E-mail: mailbox@preventchildabuse.org

Prevent Child Abuse America builds awareness in, provides education to, and inspires hope 
in everyone involved in the effort to prevent the abuse and neglect of our nation’s children.
Working with chapters in thirty-nine states and the District of Columbia, Prevent Child Abuse
America provides leadership to promote and implement prevention efforts at the national
and local levels.

STOP IT NOW!
PO Box 495
Haydenville, MA 01039
Phone: (413) 268-3096
Web site: http://www.stopitnow.org

STOP IT NOW! is a national, public health–based organization working to prevent and
ultimately eradicate child sexual abuse. Through public education, policy advocacy, and
research and evaluation, STOP IT NOW! urges abusers and potential abusers to stop their
behavior and seek help.

Substance Abuse and Mental Health Services Administration
Rm. 12-105 Parklawn Bldg.
5600 Fishers Ln.
Rockville, MD 20857
Phone: (301) 443-8956
Web site: http://www.samhsa.gov
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The Substance Abuse and Mental Health Services Administration (SAMHSA) is the federal
agency charged with improving the quality and availability of prevention, treatment, and
rehabilitative services in order to reduce illness, death, disability, and cost to society resulting
from substance abuse and mental illnesses.

Suicide Prevention Action Network
1025 Vermont Ave., NW, Ste. 1200
Washington, DC 20005
Phone: (202) 449-3600
Web site: http://www.spanusa.org

The Suicide Prevention Action Network (SPAN USA) is the nation’s only suicide prevention
organization dedicated to leveraging grassroots support among suicide survivors (those who
have lost a loved one to suicide) and others in order to advance public policies that prevent
suicide. The organization was created to raise awareness, build political will, and call for ac-
tion with regard to creating, advancing, implementing, and evaluating a national strategy 
to address suicide in our nation.

Suicide Prevention Resource Center
Education Development Center, Inc.
55 Chapel St.
Newton, MA 02458-1060
Phone: (877) 438-7772
Web site: http://www.sprc.org

The Suicide Prevention Resource Center (SPRC) provides prevention support, training, and
resources to assist organizations and individuals to develop suicide prevention programs,
interventions, and policies and to advance the National Strategy for Suicide Prevention.

Violence Against Women Electronic Network
6400 Flank Dr., Ste. 1300
Harrisburg, PA 17113
Phone: (800) 537-2238
Web site: http://www.vawnet.org

The goal of the National Electronic Network on Violence Against Women (VAWnet) is to
harness and use electronic communication technology as a resource for those working to 
end violence against women. To accomplish this goal, VAWnet staff and consultants collect,
analyze, prepare, and electronically disseminate information and materials on domestic vio-
lence, sexual assault, and related issues via the Web site and facilitated listserv discussions.

What Works Clearinghouse
U.S. Department of Education
Web site: http://www.whatworks.ed.gov

The What Works Clearinghouse (WWC) promotes informed decision making in education
through a set of easily accessible databases and user-friendly online materials.
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The concept of actively preparing for disasters is relatively new. Recent nat-
ural disasters and disasters resulting from deliberate acts of violence have

shown that nations and communities still have much to learn about the factors
that influence the consequences of disasters and how to prepare for these events.
Today, disaster preparedness is an issue in the forefront of public health care pro-
fessionals’ attention, and this chapter offers two explorations of it. In the prologue,
Sandro Galea and Craig Hadley discuss the social and ecological factors that may
influence the consequences of disasters, how these factors intersect, and why con-
sideration of these factors must be part of a comprehensive public health ap-
proach to mitigate the consequences of these events. Then, within this social and
ecological context, Stephen Morse provides implementation strategies for health
care professionals to adopt in preparation for and in response to disasters.

CHAPTER THIRTEEN

DISASTER PREPAREDNESS

Y
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Prologue
Sandro Galea
Craig Hadley

Although definitions of disasters and the approaches used to study them may be
quite disparate (Mileti, 1999; Quarantelli, 1995; Tierney, Lindell, & Perry, 2001;
Hoffman & Oliver-Smith, 2002), the scientific literature generally recognizes that
disasters are a relatively common human experience. In one survey of U.S. res-
idents, 13 percent of the sample reported a lifetime exposure to natural or
human-generated disaster (Burkle, 1996). In a large survey representative of the
general population of the United States, 18.9 percent of men and 15.2 percent
of women participants reported a lifetime experience of a natural disaster
(Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995). Although comparable in-
ternational data are limited, large proportions of populations in many countries
worldwide have been exposed to terrorism, forced relocation, and violence, sug-
gesting that worldwide the overall prevalence of exposure to disasters is prob-
ably considerably higher than it is in the United States (Kessler, 2000; Corradi,
Fagen, & Garreton, 1992).

Several recent, high-profile natural disasters (for example, the Southeast Asian
tsunami of 2004 and the Gulf Coast hurricanes in the United States in 2005) and
terrorist events (for example, the September 11, 2001, terrorist attacks in the
United States and the March 11, 2004, train bombings in Madrid, Spain) in var-
ious parts of the world have heightened our awareness of disasters as determi-
nants of population health. However, academic and public health interest in
disasters remains episodic at best, surging when highly visible disasters occur and
abating to a lower-level priority as these events fade in the public consciousness.
In addition, much of the public health attention that is devoted to disasters fre-
quently centers on a medical model of disaster preparedness. Such efforts high-
light threat detection and development of elaborate protocols for evacuation,
triage, and treatment.

We consider disasters to be traumatic events that are experienced by many
people and may result in a wide range of mental and physical health consequences
(Norris et al., 2002). We consider both acute onset, time-delimited events (for ex-
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ample, floods, transportation accidents) and events that take place over a longer
period of time (for example, famines, conflicts, complex humanitarian emergen-
cies) as disasters. This broad perspective, rooted in socioecological perspectives on
the determinants of health (Krieger, 1994; Kaplan, 1999), highlights the range of
contextual factors that contribute to population health after disasters.

Underlying Socioecological Vulnerability 
to the Consequences of Disasters

Briefly, socioecological perspectives suggest that factors at multiple levels of in-
fluence contribute to individual and to population health. These factors may in-
clude contextual factors, such as political structures, and individual-level factors,
such as race or ethnicity. Building on this line of thinking, we suggest that multi-
ple social and economic factors determine population vulnerability and play a
role in shaping the population health consequences of disasters.

The study of vulnerability and its relation to disasters is certainly not limited
to the realm of public health. When examining postdisaster outcomes, diverse
academic disciplines have considered vulnerability a characteristic both of indi-
viduals and of populations (Bankoff, 2003; Turner et al., 2003; Cohen & Ham-
rick, 2003). Although definitions of vulnerability vary in the scientific literature, it
is generally considered to be the capacity for harm in an individual or system in
response to a stimulus. It has been postulated that different types of vulnerability
exist, including genetic and biologic vulnerability at the individual level (Cohen
& Hamrick, 2003; Heath & Nelson, 2002) and social vulnerability at the group
level (McKeehan, 2000). Individuals who possess specific characteristics are fre-
quently termed vulnerable; for example, children, homeless persons, and minority
inner-city populations have been termed vulnerable in recent scientific publica-
tions, suggesting they are more likely to be harmed by external stressors than are
others in the overall population (Stergiopoulos & Herrmann, 2003; Shi, 2000). In
the study of disaster preparedness it has long been recognized that certain popu-
lations are also more vulnerable to the effects of disasters than are others (Oliver-
Smith, 1996), although we are not aware of any systematic reviews that have
considered how key social and ecological contextual factors may contribute to
population vulnerability in the disaster context.

In the following discussion we adopt a population health perspective. Our pri-
mary focus is on factors that influence rates of disease after a disaster, rather than
on how these factors may influence individual risk. Therefore we do not discuss
individual-level factors (for example, individual race or ethnicity or individual
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socioeconomic position) that undoubtedly also contribute to the impact of disas-
ters. We refer the reader to other, principally epidemiologic reviews (for example,
Norris et al., 2002; Galea, Nandi, & Vlahov, 2005) that consider the role of indi-
vidual-level factors in influencing individual health after disasters.

Contextual Determinants of 
Population Health After Disasters

We discuss nine determinants of population health in the wake of a disaster: ge-
ography, political structure and governance, community socioeconomic status, rel-
ative distribution of income and wealth, culture, health and social services
infrastructure, physical environment, social environment, and civic society.

Geography

We start our discussion with a brief mention of the role of geography as a con-
textual determinant of disasters. Although disasters are a global phenomenon,
the impact of disasters remains grounded in local context. Geographic factors
render specific areas at particularly high risk of disasters. Areas below sea level
or particularly close to bodies of water that change levels frequently (for exam-
ple, the Gulf Coast region in the United States and river deltas in Bangladesh)
are particularly prone to flooding. Similarly, human settlements in arid areas (for
example, Southern Australia) are vulnerable to fires (Gillen, 2005). The threat
of disasters in many such areas is endemic, and floods, bushfires, and earth-
quakes are recurrent events, with varying degrees of intensity in different
seasons. In these areas the risk of recurrent disasters is virtually unavoidable,
and the exigencies of geography highlight the fact that there is likely no solu-
tion for total elimination of these disasters, except, for example, complete re-
settlement of the at-risk human populations into lower-risk areas. Geography
also plays an important role in structuring the postdisaster response. News of a
disaster in isolated communities may take far longer to reach aid agencies or the
media (as in the case of the Darfur famine in 2004 and 2005) than will news of
disasters in more readily accessible locations. Similarly, the ability of agencies
to actually provide aid may well be limited in geographically distant or difficult
locales. For example, it took more than a week for domestic and international
aid efforts to reach some victims of the devastating 2005 earthquakes in the
Kashmir region of Pakistan that killed an estimated 54,000 people (Agence
France Presse, 2005).
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Political Structure and Governance

Political structures and systems of governance establish the parameters (for exam-
ple, taxation, federal-state relations) that shape many of the other contextual fac-
tors that then shape health. Democratic governance is typically associated with
greater government openness and responsiveness to domestic criticism, and there
is some evidence that such regimes are less prone to state failures. For example,
analyses of state failures in Liberia and Somalia that preceded disasters or predis-
posed these nations’ citizens to disasters show that such events are far more likely
to occur in partial as compared to fully democratic regimes (Esty & Ivanova, 2002).
There is also evidence that disasters occurring in alternate political systems are sub-
stantially mitigated by effective governance. Perhaps a more consistent feature of
political structures that relates directly to the mitigation of disaster consequences
is the effectiveness of political structures and governance. Effectiveness of govern-
ment can span a broad spectrum. At the extreme are a few societies worldwide
without an effective government of any sort. For example, Somalia has not had a
central government since 1993. In its stead, informal organizations, typically or-
ganized along clan lines, have emerged to provide a loose form of governance that
typically organizes response to mass disasters such as famines, in terms of both pro-
viding relief for persons in affected communities and dealing with international
aid organizations and outside offers of help. Less dramatically, within well-estab-
lished national political structures there have been several recent examples of both
effective and ineffective government response to disasters. Focusing on the United
States as an example, during the past three decades subsequent U.S. federal ad-
ministrations have devolved more government functions to state and local govern-
ments; taxes have been cut at the federal, state, and local levels; some environmental
and consumer regulations have been loosened; and many previously public ser-
vices (for example sanitation, water, and health care) have been privatized (Katz,
1989; Gans, 1995). Limited regulation of municipal water supplies has been con-
sidered at least in part responsible for water-borne disease outbreaks in various
North American cities (Krewski et al., 2002; Corso et al., 2003; Garrett, 2000).
Most recently, ineffective and uncoordinated U.S. government response to Hurri-
cane Katrina in August and September 2005 has been widely attributed to de-
volvement of central government authority and to poor coordination between
federal, state, and municipal levels of government (Nates & Moyer, 2005).

Community Socioeconomic Status

Postdisaster evidence has demonstrated an association between individual poverty
and lower perception of disaster risk, poorer disaster preparedness, more limited
communication of disaster warnings, greater physical and psychological impacts
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from disasters, and more limited access to emergency response after disasters
(Forthergill & Peek, 2004). However, the disaster literature has focused almost ex-
clusively on individual poverty rather than low community socioecological status
(frequently also referred to as community deprivation). There is an abundance of
research in public health demonstrating that aggregate community socioeconomic
status is associated with health independent of individual socioeconomic position.
Low community socioeconomic status encompasses multiple domains, including
high rates of poverty (Berkman & Kawachi, 2000) and unemployment (Berkman
& Kawachi, 2000) and low education and income levels (Krieger, 1994; Berk-
man & Kawachi 2000). Empirically, low community socioecological status is a de-
terminant of health outcomes, including health-related behaviors, mental health,
infant mortality rates, adult physical health, coronary heart disease, and mortal-
ity, even after accounting for individual-level factors (Diez-Roux, 2001; Pickett &
Pearl, 2001; Diez-Roux et al., 1997). Community deprivation may also be asso-
ciated with differential access to medical care (Mandelblatt, Yabroff, & Kerner,
1999) and with the limited availability of other salutary resources, such as healthy
food (Cheadle et al., 1991; Sooman, Macintyre, & Anderson, 1993).

Low community socioeconomic status can affect residents’ health by means
of two primary mechanisms: (1) through limiting the availability of salutary re-
sources that may be beneficial to residents’ well-being and (2) through psychoso-
cial stress accompanying chronic shortage of essential resources (Williams,
Lavizzo-Mourey, & Warren, 1994). Both these mechanisms also explain how com-
munity socioeconomic status may influence health in the disaster context. After
disasters, when both formal and informal resources are limited, societies with
fewer resources to begin with are less likely than better-supplied societies to have
access to salutary resources such as health and social services or food reserves.
Similarly, postdisaster circumstances are likely to heighten preexisting stressors
and may lead to poor coping health behaviors (for example, substance abuse). Evi-
dence about the consequences of disasters across communities with different lev-
els of deprivation comes, for example, from research after 1992 earthquakes in
Humboldt County, California. Rio Dell, a more marginalized town, that had
worse disaster response, a more limited and slower recovery, than Ferndale, an
equally affected but more affluent community (Rovai, 1994).

Relative Distribution of Income and Wealth

Recent evidence, although controversial, suggests that inequalities in income distri-
bution, as distinguished from outright material deprivation, may contribute to health
differentials (Wilkinson, 1992; Kaplan, Pamuk, Lynch, Cohen, & Balfour, 1996;
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Pappas, Queen, Hadden, & Fisher, 1993). Relative deprivation (frequently opera-
tionalized as degree of income inequality) has been shown to be an important cor-
relate of homicide (Land, McCall, & Cohen, 1990; Kaplan et al., 1996; Cubbin,
Williams Pickle, & Fingerhut, 2000) and mortality (Kaplan et al., 1996; Galea et al.,
2003).

Psychosocial stress associated with living in communities with high income
disparities may be associated with greater interindividual tension and likelihood
of interpersonal violence. Also, perceived and actual inequality caused by the dis-
crepancies in income distribution erodes the social trust and diminishes the social
capital that shapes societal well-being and health (Kawachi, Kennedy, Lochner,
& Prothrow-Stith, 1997) and may lead to underinvestment in public goods. In-
come inequality also may be associated with disinvestment in material resources
in communities (Kaplan et al., 1996). Congruent with our discussion about the
role of community socioeconomic status, these mechanisms also may be particu-
larly relevant in the postdisaster context. Community income inequality may be
associated with greater risk of psychopathology after a disaster, independent of
the contribution of individual income.

Culture

The role of culture in shaping health in general and health in the postdisaster
period in particular is difficult to quantify but probably pervasive. Culture as a no-
tion lends itself to diverse definitions and interpretations. For the purposes of this
discussion we consider culture to be “shared, learned behaviors and meanings that
are transmitted socially” (Marsella & Christopher, 2004, p. 529). Therefore so-
cial relationships associated with formal social and religious institutions are ele-
ments of the cultural context that may shape health. Similarly, religiously
sanctioned or endorsed behaviors and practices have the potential to influence
health in the predisaster context. For example, a religious prohibition on alcohol
use is associated with much lower rates of alcohol dependence among Muslims
compared to non-Muslims (Cochrane & Bal, 1990). Evidence suggests that other
manifestations of a dominant culture, such as patterns of social congregation in
public places, are associated with social transmission of health behaviors and
norms (Henrich & McElreath, 2003). Complex social security networks, which
serve to minimize the risk of resource shortfalls, have also been identified as im-
portant informal sources of assistance that are called on during disasters (Ship-
ton, 1990). It is important to note that this moral economy of sharing is also linked
to community socioeconomic status, which in turn influences the efficacy of in-
formal support networks. Less affluent communities may be less able than more
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affluent ones to mobilize material resources to assist others (Hadley, Borgerhoff
Mulder, & Fitzherbert, under review), although this may or may not be true for
other domains of social support. Strong cultural norms about societal organiza-
tion and altruism may influence social cohesion in the postdisaster period and
contribute to communal efforts to restore public places and other physical struc-
tures to their predisaster state. However, conversely, destruction of culturally sig-
nificant places may be associated with communal grief (Bode, 1989), which has
been associated with elevated rates of depression in the aftermath of disasters
(Goenjian et al., 2001).

Health and Social Services Infrastructure

Predisaster availability of health and social resources is inextricably linked to post-
disaster recovery. Rich countries and communities are characterized by an array
of health and social services, particularly in comparison to poorer countries or
communities (Casey, Thiede Call, & Klingner, 2001; Felt-Lisk, McHugh, & How-
ell, 2002). In the United States even the poorest communities often have dozens
of social agencies, each with a distinct mission and service package. Many of the
public health successes in wealthy countries over the past few decades, including
reductions in HIV transmission and tuberculosis control, have depended in part
on the efforts of these groups (Freudenberg et al., 2000). However, social and
health services in poorer communities and countries are often limited. In poor
communities and in less wealthy countries, social and health services are frequently
susceptible to changing national and donor fiscal realities, with any resultant de-
creases in service frequently coinciding with times of greater need in the popula-
tion (Felt-Lisk et al., 2002; Friedman, 1989). For example, in the United States in
the past few decades the decline in the national economy and in tax revenues has
forced many cities and states to reduce services at the very time unemployment
and homelessness were increasing (National League of Cities, 2003; Freudenberg,
Fahs, Galea, & Greenberg, in press).

Different disasters have varying scopes and magnitudes and may be associ-
ated with decimation of all, some, or none of the predisaster health and social
services. When preexisting health and social services continue to function post-
disaster, the contribution of these resources to preserving or restoring health in
a population is self-evident. However, these preexisting resources are relevant
even in devastating disasters where most formal resources are destroyed. Local
health and social service practitioners have local knowledge, are accepted by local
community members, and are much more likely to be able to provide continu-
ity of care than are services provided by outside aid agencies (Fissel & Haddix,
2004).
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Physical Environment

Multiple features of the physical environment are associated with health, with a
vast empirical literature demonstrating links between the physical environment
and well-being. The human built environment can influence both physical and
mental health; empirical evidence about the relation between the built environ-
ment and health conditions has been discussed for, among other issues, asthma
and other respiratory conditions, injuries, psychological distress, depression, and
child development (Frumkin, 2002; Krieger & Higgins, 2002; Northridge, Sclar,
& Biswas, 2003; Weich et al., 2002; Cohen et al., 2000). Other authors have linked
various aspects of the built environment to specific health outcomes. For exam-
ple, features of the built environment such as quality of housing, density of de-
velopment, mix of land uses, scale of streets, aesthetic qualities of place, and
connectivity of street networks may affect physical activity (Handy, Boarnet,
Ewing, & Killingsworth, 2002) and in turn, all cause mortality (Diez-Roux, 2003;
Pate et al., 1995). Infrastructure is also a critical part of the physical environment
and determines how a city provides water, disposes of garbage, and provides en-
ergy (Melosi, 2000). Water scarcity and water pollution are serious problems in
less wealthy countries. It is estimated that nearly 1.5 billion people lack safe drink-
ing water and that at least 5 million deaths per year can be attributed to water-
borne diseases (Krants & Kifferstein, 1998). The World Health Organization
(WHO) estimates that the majority of urban populations in developing countries
do not have access to proper sanitation (WHO, 1997). Inadequate provision for
solid waste collection frequently results in contamination of water bodies, pre-
senting a substantial risk for rapidly spreading epidemics (Alexander & Ehrlich,
2000; Chanthikul, Qasim, Mukhopadhyay, & Chiang, 2004; Satterthwaite, 2000).

The physical environment is perhaps one of the most obviously central fea-
tures of the context for postdisaster recovery. Structures like buildings, bridges,
and skyscrapers may be vulnerable to natural or human-made disasters, as re-
cent earthquakes in Japan and Iran and as the September 11, 2001, terrorist at-
tacks on New York City and Washington, D.C., demonstrated. Features of the
physical environment can be immediately linked to the fatality rate after disas-
ters (Daley et al., 2005). Recent earthquakes of comparable magnitude in Kobe,
Japan, in 1995, and Bam, Iran, in 2003 were associated with 5,200 and 26,000
deaths, respectively. Much of this difference was attributed to differences in the
quality of buildings; Japanese buildings had been reinforced to cope with earth-
quake tremors and did so, whereas much of the Iranian city of Bam collapsed
with the earthquake, killing thousands of residents (“Major Earthquakes,” 2005).
Somewhat less immediately in terms of effects, infrastructure damaged in an
earthquake or hurricane can strain already taxed systems and contribute to the
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spread of disease postdisaster. In the longer term, lengthy periods required for re-
construction of the local physical environment may contribute to prolonged com-
munity suffering after a disaster, limited job opportunities, and a slower recovery
of population physical and mental health.

Social Environment

The social environment has been broadly defined to include “occupational struc-
ture, labor markets, social and economic processes, wealth, social, human, and
health services, power relations, government, race relations, social inequality, cul-
tural practices, the arts, religious institutions and practices, and beliefs about place
and community” (Barnett & Casper, 2000, p. 465). This definition, by its very
complexity, suggests that there are multiple ways in which the social environment
may affect health. Social order, stability, and integration are conducive to confor-
mity, whereas disorder is conducive to crime and poor integration into social struc-
tures (Shaw & McKay, 1969). Limited social cohesion may predispose persons to
poorer coping and adverse health (Kawachi & Berkman, 2001; McLeod & Kessler,
1990). Social capital effects are thought to offer general economic and social sup-
port on an ongoing basis and also make specific resources available at times of
stress. Social capital has been shown to be associated with lower all-cause mor-
tality (Kawachi et al., 1997; Skrabski, Kobb, & Kawachi, 2004), reduced violent
crime (Kennedy, Kawachi, Prothrow-Stith, Lochner, & Gupta, 1998), and self-
reported health (Subramanian, Kim, & Kawachi, 2002). Spatial segregation of
racial or ethnic and socioecological groups may enforce homogeneity in resources
and social network ties, suppressing diversity that may benefit persons of lower
socioeconomic status. Persons who live in segregated communities may have dis-
proportionate exposure, susceptibility, and response to economic and social de-
privation, toxic substances, and hazardous conditions (Williams & Collins, 2002).

Predisaster community cohesion is a base on which postdisaster recovery can
be built (Torry, 1986; Oliver-Smith, 1996). In addition, preexisting social stres-
sors, influenced by racial or ethnic and socioecological strains, may influence post-
crisis interactions during the recovery phase. For example, strained relations
between Somali and Somali Bantu groups have carried over into resettlement
communities and forced resettlement agencies to tread carefully along these eth-
nic lines (Van Lehman & Eno, 2003). Preexisting social stressors may also influ-
ence social interactions between disaster-affected communities and those
attempting to provide postdisaster aid. This was evident in the aftermath of Hur-
ricane Katrina in New Orleans in September 2005, as racial tensions in the
racially segregated city played out repeatedly on U.S. national television as clashes
with military and paramilitary aid workers. Also, in the context of limited post-
disaster resources, predisaster social relationships that enforce or reward equitable
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distribution of resources may be essential to ensure that resources are available to
those individuals who are most vulnerable to the consequences of disasters.

Civic Society

Although related to features of the social and cultural environment, civic society
frequently plays a distinct role in shaping a context that is beneficial to popula-
tion health. Civic society defines the space, not controlled by government or the
market, where residents interact to achieve common goals. Several participants
in civil society influence the health of populations. For example, community-based
organizations such as neighborhood associations and tenant groups provide ser-
vices, mobilize populations, and advocate for resources. Community-based orga-
nizations (CBOs), or nongovernmental organizations (NGOs), have a long history
of working to improve living conditions both in their home countries and inter-
nationally (Halpern, 1995). For example, in the 1960s and 1970s in the United
States, sometimes with government support, CBOs promoted economic devel-
opment, established health centers, advocated for improved public education, and
built new housing (Halpern, 1995). In the 1980s and 1990s, CBOs were at the
forefront of the struggle against the AIDS epidemic in the United States
(Freudenberg & Zimmerman, 1995). Many of these organizations developed into
effective international NGOs advocating for global AIDS control in the 1990s.
Places of worship and faith-based organizations offer social support, safe space,
and political leadership (Lincoln & Mamiya, 1990; Thomas, Quinn, Billingley, &
Caldwell, 1994). In many instances, civic society in the aftermath of a disaster
may well be the only formal societal structure standing that has the population’s
respect and trust. Particularly in human-made disasters, when population suspi-
cion of formal government authority may be high, civic society can serve as an
honest broker, delivering aid relief and helping to rebuild the social and physical
environments. For example, during the extended conflict between Israel and
Lebanon in the 1980s and 1990s, local civic institutions, many predating the con-
flict, played a central role in providing health and social services to local popula-
tions in contested territory.

Covariation of Contextual Factors 
That Influence Postdisaster Health

Although we have discussed contextual factors in isolation, this is not meant to
suggest that these factors act in isolation from one another nor that they are likely
to change independently of one another. In fact it is much more likely that a spe-
cific disaster will influence multiple elements of the local context and that these
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factors will conjointly influence postdisaster health. For example, the decline of an
aging infrastructure coupled with declining local municipal resources may chal-
lenge communities’ ability to continue to provide safe water and sanitation for their
residents when the system is strained by an unexpected crisis (Glaab & Brown,
1976). In rapidly urbanizing areas too, frequently in less wealthy countries, cities
are often challenged to maintain an adequate fresh water supply to the growing
numbers of urban residents, and to transport the accumulating sewage and other
waste. The likelihood of a breakdown of the sanitary infrastructure after disasters
is much higher in systems that are already taxed, have no built-in redundancies,
and no tradition of rapid response to remedy breakdowns. Other contextual fac-
tors that might also contribute to postdisaster population health include, but are
not limited to, population demographics, urbanization, and migration.

Summary

The recognition that predisaster context is inextricably linked to postdisaster out-
comes naturally raises questions for those interested in public health promotion
about the course of action available to public health professionals that might in-
fluence the factors identified here. It might reasonably be argued that affecting
features of the social environment that influence postdisaster health is a challenge
beyond the scope of most public health practitioners. However, we suggest that
although structural and systematic change to influence underlying context may
seem daunting, a focus on the fundamental determinants of population health is
inevitable if we are interesting in mitigating the consequences of disasters.
Leonard Syme (1997) has argued effectively that interventions that take account of
and act on only the individual level will doom public health to small positive ef-
fects. In addition, interventions that are misdirected (either at the wrong modifi-
able variable or at the wrong level) may well have unintended consequences and
result in unanticipated changes in behavior and its consequences. It is critical for
health care professionals to understand the context of disaster and to consider ef-
forts to ameliorate this context, to change structures and ecologies, before a dis-
aster occurs (Wodak & Des Jarlais, 1993).

We suggest that there are two primary implications of the observations drawn
here for the role of those concerned with public health promotion. First, health
care professionals interested in mitigating the consequences of disasters need to
consider both policies that might improve the underlying determinants and prac-
ticable population-based interventions that might be implemented rapidly in the
postdisaster period. Although policy change that influences some key underlying
factors, such as income distribution in communities, may well be considered out-
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side the realm of public health practice, we suggest that it is the role of public
health to influence the determinants of health at all levels. For example, it was
public health efforts to improve sanitary conditions in cities that led to sentinel
improvements in European cities’ infrastructure and attendant reductions in mor-
bidity and mortality throughout the nineteenth century (Coleman, 1982). Effect-
ing structural changes requires sentinel shifts in policies that may influence
underlying determinants. The current increased awareness of disasters and their
potential consequences creates an opportunity for advocacy and action to improve
underlying features of context that may influence the health of populations after
disasters. This then represents a plausible, and desirable, goal for those interested
in health promotion.

Second, the role of multiple contextual determinants in shaping population
health postdisaster is likely to be complex. Therefore, public health efforts to im-
prove context to mitigate the consequences of disasters have to center around lo-
cally responsive population-based interventions, as detailed in the second half of
this chapter. Emerging research methods such as community-based participatory
research and emerging technologies such as Web-based communications may rep-
resent opportunities to ameliorate local context and to prepare communities for
disasters and their potential consequences.
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Disaster Preparedness
Stephen S. Morse

All of us face emergencies in our daily lives. So too do public health agencies and
their employees. The purpose of this part of the chapter is to give an overview of
the kinds of emergencies to which public health responds and the basic principles
of disaster preparedness and response.

Public Health as an Emergency Responder

Many people, including many who work in health departments, do not think of
public health agencies as emergency responders. We tend to think of emergency
responders as firefighters, police, and ambulances (as emergency medical services

[EMS])—the people who wear uniforms and badges. Even within the public
health community the appropriate emergency response role of public health is a
subject of debate. But in reality public health has always responded to emergen-
cies. The commonest and most obvious examples are, of course, responding to
infectious disease outbreaks, but there are many less obvious examples of emer-
gency response that have been carried out more or less routinely by public health.
For example, during power outages, health department restaurant inspectors pro-
tect the safety of the food supply. During heat waves, health departments may
provide group shelters for those lacking air conditioning. In some jurisdictions
health departments are also responsible for the safety of the water supply and
work to ensure water quality during floods or weather emergencies. State health
departments are also often responsible for regulating health care institutions and
may provide emergency assistance to hospitals, long-term care facilities, and home
health care clients.

Despite this, the recognition that public health agencies are emergency re-
sponders has been relatively recent. And the emergency responder role has been
expanding in recent years. For example, before 1993, the New York City Depart-
ment of Health did not really consider itself an emergency response agency, even
though it responded regularly to the sorts of emergencies described earlier. How-
ever, the 1993 bombing of the World Trade Center in New York made the health
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department acutely aware of its emergency response roles and led to a rethink-
ing of these functions. This coincided with many other changes citywide in emer-
gency response, such as the formation of the New York City Office of Emergency
Management (OEM) to coordinate emergency response by different agencies.
Most cities and states now have emergency management offices to coordinate re-
sponse to all types of emergencies at the local and state levels.

Since the terrorist attacks of September 11, 2001 (9/11), emergency response
roles have undergone further evolution. Public health is now more generally rec-
ognized as an emergency response agency (albeit one of many). In addition, pub-
lic health played a major role in dealing with the anthrax attacks that followed 9/11
in the autumn and winter of 2001. Given the experience gained from the anthrax
attacks, it is clear that public health will have a lead role in responding to bioter-
rorist events (which can be seen as an extension of the traditional public health role
in responding to natural disease outbreaks) and will probably play a major sup-
porting role in responding to terrorist events or accidents involving chemical agents
or radiation. The CDC (Centers for Disease Control and Prevention, under the
U.S. Department of Health and Human Services) has traditionally been the agency
for the federal response to disease outbreaks, and the federal government’s National
Response Plan officially assigns responsibility for medical and public health func-
tions to the Department of Health and Human Services.

Disaster Response

Definitions of key concepts in the field of disaster preparedness and response vary
slightly among practitioners, researchers, and others, and of course the pre-
paredness field continues to develop. In general, however, most disaster researchers
would define an emergency as any event that requires the unanticipated use of ad-
ditional community or agency resources, whereas a disaster is an emergency that
requires resources beyond those available locally. In this discussion the term emer-

gency will be used to mean both emergencies and disasters of all types. Emergen-
cies may be natural (effects of weather or infectious disease outbreaks, for example)
or human-made (transportation accidents, terrorist events).

All disaster preparedness and response must begin locally. In the United
States, if the scope of an emergency exceeds the ability of local resources to han-
dle the consequences, the local jurisdiction (city, county, or local municipality) may
request help from the state (Figure 13.1). Under federal legislation known as the
Stafford Act, federal assistance may be given upon request from a state governor
and a declaration of emergency by the U.S. president. The lead agency for fed-
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eral disaster response is usually FEMA (Federal Emergency Management Agency),
now part of the U.S. Department of Homeland Security (DHS). Therefore DHS
is the lead federal agency for emergency response and for federal coordination
and standard setting. At this time the main document describing federal roles and
responsibilities is the DHS National Response Plan. The U.S. Department of
Health and Human Services is designated as the lead agency for public health
and specific medical issues.

Traditionally, emergency management recognizes several key stages of a dis-
aster (the definitions that follow are extracted from the U.S. Department of Home-
land Security National Response Plan) (DHS, 2004b).

• Preparedness (pre-event phase). Preparedness describes the activities undertaken
before a disaster. The DHS National Response Plan defines preparedness as “a con-
tinuous process involving efforts . . . to identify threats, determine vulnerabilities,
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and identify required resources.” Preparedness, and how it is defined, is discussed
in greater detail later in this chapter.

• Response. Response is “addressing the short-term, direct effects of an inci-
dent. These activities include immediate actions to preserve life, property, and the
environment; meet basic human needs; and maintain the social, economic, and
political structure of the affected community.” The response phase typically lasts
hours to a few days, depending on the nature of the emergency. (An influenza
pandemic could last several months, for example.)

• Recovery. “Recovery involves actions needed to help individuals and com-
munities return to normal, when feasible. Recovery actions include the develop-
ment, coordination, and execution of service- and site-restoration plans and the
reconstitution of government operations and services through individual, private-
sector, nongovernmental, and public assistance programs.” This phase is usually
the longest. It begins after the initial response phase is over and can last for months
(six months is usual for many major events) or even years (as in the case of the
9/11 attack in New York City and the 1995 Oklahoma City bombing).

• Mitigation. Emergency management officials and texts also refer to mitiga-
tion, efforts that may be taken either before, during, or after an emergency to
lessen its effects. An example of mitigation is reinforcing buildings to withstand
earthquakes or hurricanes.

The Incident Command System (ICS)

The incident command system (ICS) is widely used in the United States and a num-
ber of other countries for organizing responses to emergencies. ICS was originally
developed for responding to wildfires in California but since then has been
adopted by all types of response agencies as a national standard for emergency
response. The term incident management system (IMS) may be used synonymously
with ICS, or may be used to mean ICS plus additional systems that facilitate in-
teragency or interjurisdictional coordination.

Although public health is always rising to the occasion in an emergency, this
may occur at great personal or institutional expense. Therefore one important con-
cept is that of emergency response functional roles. Applying this concept means
breaking the emergency response into various functions, or duties, that people will
perform. One purpose of ICS and of functional roles is to allow a more systematic
(rather than ad hoc) response and to prevent any one individual from being totally
indispensable to the effort. The emergency response functional role for a particular
public health employee is the job he or she is expected to carry out in emergencies.
Employees are generally asked to carry out only emergency response roles for which
they are qualified by training or experience. It may be the same role that the em-
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ployee normally fills, it may be different, or it may be the same except that the
employee reports to a different supervisor. For example, an environmental health
specialist who routinely does water testing may be doing exactly the same job dur-
ing an emergency; during the same emergency, an immunization nurse may be
providing immunizations at a mass immunization clinic but may now be reporting
to the head of that clinic rather than to his or her usual supervisor.

The ICS has become the essential standard for all response. Advantages of the
ICS include its flexibility and the clarity it provides in supervisory relationships.
Despite the potential advantages of the ICS, health agencies are often uncomfort-
able with this system at first, because it uses a military-like organization and hier-
archy, which is familiar to many uniformed agencies but culturally rather alien to
public health. However, at its core the ICS is fairly simple and is designed to facil-
itate response to emergencies and interagency cooperation. In applying the ICS,
each incident (a particular emergency) requires an incident commander, but other
functions are activated, by the incident commander, only as needed. In health de-
partments the incident commander may be the health commissioner or a designee.
In the ICS each person ideally has no more than five to seven people reporting to
him or her from below and has a designated person to report to above. Often op-
erations are coordinated through an emergency operations center (EOC), where high-
level representatives of the various organizations involved may be placed together
to enhance communications and decision making. A large health department may
have its own EOC to coordinate its own staff and (depending on the extent of the
emergency) may simultaneously send representatives to other key agencies’ emer-
gency operations centers.

Figure 13.2 shows the basic top-level structure of an ICS. First comes the
command function (the incident commander and several support officers, as needed;
for a public health response these support officers might include a liaison officer, for
communications with other sections or agencies; a safety officer, to ensure worker
safety; and a public information officer). Next the ICS has four major sections (oper-
ations, planning, logistics, and finance/administration). For a relatively small in-
cident only some of these sections may be activated. For a larger incident all of
these sections may be activated, with additional functions (branches and units) as
needed below each of these major sections. The ICS approach also offers the in-
cident commander the flexibility to open or close portions of the ICS organiza-
tion, or tree, in response to the way the emergency develops.

Many people think that the ICS is for “major” emergencies, but it can be used
for all emergencies, including the “routine” emergencies to which local public
health agencies are always responding. Using the ICS regularly makes it easier for
the agency not only to manage the individual emergency but also to use the ICS
effectively when it is needed for major emergencies.
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Hospital emergency departments are also required to apply the ICS, usually
using a variant known as HEICS (hospital emergency incident command system).
One feature of HEICS is the use of job action sheets (JASs) for each emergency re-
sponse role. Models for public health ICSs generally include job action sheets cus-
tomized to each health department’s own staffing and emergency response roles,
and we at the Mailman School of Public Health’s Center for Public Health Pre-
paredness at Columbia University have found them to be helpful. A detailed
monograph on this public health ICS model, with sample JASs, has recently been
completed (Qureshi, Gebbie & Gebbie, 2005). In our experience at the Center
for Public Health Preparedness, a group exercise in which employees design job
action sheets for their own or colleagues’ anticipated functional roles makes a good
interactive experience during emergency preparedness training.

Recently, the DHS promulgated the National Incident Management System (NIMS)
for interagency and interjurisdictional coordination, as the national standard. It
uses the ICS as the core for incident management and does not appear to be rad-
ically different from current ICS standards. DHS summarizes NIMS as follows:
“NIMS establishes ICS as a standard incident management organization with five
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functional areas—command, operations, planning, logistics, and finance/admin-
istration—for management of all major incidents. To ensure further coordina-
tion, and during incidents involving multiple jurisdictions or agencies, the principle
of unified command has been universally incorporated into NIMS. This unified
command not only coordinates the efforts of many jurisdictions, but provides for
and assures joint decisions on objectives, strategies, plans, priorities, and public
communications.” Public health and medical response remain as an emergency sup-

port function (ESF 8) in NIMS, with the Department of Health and Human Ser-
vices as the lead agency at the federal level. In addition to the traditional public
health agencies, there may be other governmental and nongovernmental organi-
zations involved. Many locales have set up a medical reserve corps, to provide rapid
volunteer assistance at the local level. At the national level, outside volunteer as-
sistance may be provided through disaster medical assistance teams (DMATs) and the
National Disaster Medical System (NDMS), which may also be used to track avail-
able hospital beds in the region and other resources.

What Is Preparedness?

After this introduction to emergency response, let us consider preparedness itself.
Preparedness involves actions taken before emergencies, in order to be better able
to respond to them. Merriam-Webster’s Collegiate Dictionary defines preparedness as “the
quality or state of being prepared.” Preparedness is a constant and evolving process.
Part of the DHS definition of preparedness was given in the previous section. In
its NIMS document, the DHS (2004a) expands on this definition: “Preparedness
incorporates a range of measures, actions, and processes accomplished before an
incident happens . . . including planning, training, exercises, qualification and cer-
tification, equipment acquisition and certification, and publication management.”

In public health terms preparedness comprises three main elements: having
suitable emergency plans, training agency personnel for their specific roles within
the plan, and practicing through drills and exercises (see Exhibit 13.1). In addi-
tion, of course, the appropriate materials and logistical support must be available,
but people—good personnel and training—are the key and sine qua non of pre-
paredness. The preparedness process is one of continuous quality improvement:
what is learned from evaluations and exercises is used to refine the plans and train-
ing and then these plans and training are tried in new exercises.

One unique feature of public health preparedness is that some essential ser-
vices of public health must be carried out even during emergencies. This is some-
what different from the situation facing regular emergency response agencies (such
as police, fire, or EMS), for whom the normal and emergency functions generally
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overlap. Therefore the challenge of maintaining essential services while respond-
ing appropriately to an emergency is an important issue that must be included in
planning, so it can be carefully planned in advance.

Preparedness is an ongoing, indeed evolving, process. At present there is no
“gold standard” for preparedness. Even if there were, the dynamic nature of
the threats to the public’s health would continue to make preparedness a mov-
ing target. Benchmarks are seriously needed. It can be expected that standards
will continue to be developed and improved. In the United States the call for
standardization was embodied in the Homeland Security Presidential Directive
(HSPD-8) of December 2003. For public health and the health care response,
some attempts have been made to produce a more specific definition and
benchmarks. In public health the National Association of County and City
Health Officials (NACCHO), which represents local health departments, re-
cently began a program (in collaboration with the CDC, Kristine M. Gebbie
[director, Center for Health Policy and Elizabeth Standish Gill Associate Pro-
fessor, Columbia University School of Nursing], and other academic partners),
called Project Public Health Ready, to help local health departments define
minimum standards for emergency preparedness. Criteria are based on having
an adequate plan, providing appropriate training on emergency preparedness
to staff, and then testing agency preparedness through drills and exercises. Ad-
ditional information and specific criteria can be obtained from NACCHO
(2005).

For hospitals, federal bioterrorism funding, implemented through HRSA (the
Health Resources and Services Administration), has set certain benchmarks for
hospitals receiving these funds. The Joint Commission on Accreditation of Health-
care Organizations (JCAHO), a standard-setting organization for the United

452 Health Promotion in Practice

EXHIBIT 13.1. THE PREPAREDNESS CYCLE.

• Develop the emergency plan

• Develop and provide training, based on the plan

• Test the plan (series of drills and exercises)

• Often, a graduated exercise sequence is used (tabletops/facilitated discussions,
functional drills, full-scale drills)

• Use lessons learned to revise plans and training

• Repeat cycle
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States (see Chapter Three), has also set increasing standards for hospital emer-
gency preparedness, beginning with having emergency plans and semiannual reg-
ular drills that also include the community.

In the public health community the federal Centers for Disease Control and
Prevention (CDC), through a cooperative agreement with the Association of
Schools of Public Health (ASPH), began establishing Centers for Public Health Pre-

paredness (CPHPs) at schools of public health in 2000. The original impetus for the
centers was to advance public health workforce development. The U.S. public
health workforce consists of about half a million people, many of whom have lim-
ited formal training in public health. Ensuring that the entire public health work-
force is well prepared to provide essential services and can respond effectively in
any emergency is therefore critical. The general purpose of the academic centers
for public health preparedness is to strengthen linkages between public health prac-
tice and academe in order to encourage the development and delivery of compe-
tency-based curricula in public health that address local needs and that could also
serve as models for national replication. Since its original start as four academic
centers (including the one at the Mailman School of Public Health), the network
has grown to include about forty centers nationwide (twenty-two in schools of pub-
lic health), all working together on developing the public health workforce in pre-
paredness for emergencies, including bioterrorism and infectious diseases.

Let us now take a brief look at each of the elements of the preparedness cycle

(planning, training, and drills and exercises) in turn.

Planning

Having a good emergency response plan is essential, because it serves as the basis
for all subsequent activities. Unfortunately, there is no general standard for emer-
gency plans. The general rule of thumb is that they should build on generic plans
(sufficiently detailed to be useful but not overly detailed) and that they should have
all major roles and responsibilities defined. As part of Project Public Health Ready,
NACCHO has developed some guidelines for evaluating agency emergency plans,
and some examples are available through NACCHO.

One subject of ongoing debate is whether plans, and training, should be
highly specific or should build on an all-hazards approach. It should be noted that
the FEMA model for emergency response uses an all-hazards approach. In train-
ing given by the Columbia Center for Public Health Preparedness we have gen-
erally favored the all-hazards approach as the foundation, using the Columbia
University basic emergency preparedness competencies (discussed further later
in this chapter). Specialized additional material (focused on bioterrorism, for
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example) can then be added to this foundation as needed. One advantage of the
all-hazards approach is that it provides a general framework for emergency
preparedness that can enhance the agency’s response to the many emergen-
cies that occur regularly. These “ordinary” emergencies provide good practice
opportunities to test agency capacity and incorporate lessons learned in advance
of catastrophic emergencies.

At the federal level, for all emergency response agencies, the DHS has devel-
oped the National Response Plan. The DHS (2004b) describes this plan as follows:
“The National Response Plan establishes a comprehensive all-hazards approach
to enhance the ability of the United States to manage domestic incidents. The plan
incorporates best practices and procedures from incident management disci-
plines—homeland security, emergency management, law enforcement, firefight-
ing, public works, public health, responder and recovery worker health and safety,
emergency medical services, and the private sector—and integrates them into a
unified structure. It forms the basis of how the federal government coordinates
with state, local, and tribal governments and the private sector during incidents.”

Training

Once appropriate emergency plans have been developed, a training plan is for-
mulated, based on the functions articulated in the plan. A training needs assess-
ment is usually done first. This may be a formal survey of the health department’s
workforce, covering the training status of the employees and identifying gaps, or
may be done less formally through focus groups and interviews with key staff
members and department leaders. The training needs assessment is keyed to the
emergency plan and serves as the basis for training.

In order to train effectively, in addition to having a plan one needs to know
what the employees are expected to be able to do. These expected abilities are
usually referred to as competencies. Competency-based training is therefore one of
the pillars of the CDC centers for public health preparedness and other recent
programs. Relevant competency sets (available for downloading) include those
for public health emergency preparedness and bioterrorism readiness developed
at the Columbia University School of Nursing by Kristine Gebbie and colleagues
(Columbia University School of Nursing, Center for Health Policy, 2002), and
the basic competencies for public health developed by the Council on Linkages
(n.d.). Additional information on the use of these competencies for develop-
ing training can be found in the Competency-to-Curriculum Toolkit, developed
at the Columbia University School of Nursing (Columbia University School 
of Nursing, Center for Health Policy, & Association of Teachers of Preventive
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Medicine, 2004). For those interested in competency sets for specific purposes
(public health informatics, for example), an appendix in the toolkit contains 
an extensive listing of various other competency sets and where they can be
obtained.

At the Mailman School of Public Health, the Columbia University emer-
gency preparedness competencies for public health serve as the basic compe-
tency set for designing our training. These competencies are used for Basic
Emergency Preparedness, an initial all-hazards introduction to emergency re-
sponse roles of public health, which also introduces the ICS. More specialized
training is then provided after this basic foundation has been established. Bioter-
rorism-related training uses the Columbia bioterrorism readiness competencies.
After this initial training we usually provide some further introduction to ICS/
NIMS, at least for the senior agency leadership, and then develop customized
training for groups of functional roles within the agency (such as epidemiology
and surveillance, data entry, environmental testing, laboratory, logistics, and so
on). Although many of the basics can be generic, specific courses and functional
role training are customized for the specific procedures and staffing at each
agency. Therefore, collaborating with the agency leaders, and obtaining their
buy-in, is essential.

Each training should be evaluated. Many different models for evaluation are
available. The simplest, which we use routinely, employs a paired pre- and posttest
(with ten to twenty multiple-choice questions) together with a course evaluation
(user satisfaction survey) filled out by each of the participants. We use paired num-
bered forms to keep input anonymous yet allow comparison of pre- and posttest
results. Comments and other feedback are always invited, and often result in im-
provements to the training for future sessions.

Drills and Exercises

After training it is essential to test actively what has been learned. This is gener-
ally done through drills and exercises. Usually, using the FEMA model, a gradu-
ated sequence is followed, beginning with simple tabletop exercises or facilitated
discussions, progressing through functional exercises, and ideally, ending in a full-
scale drill. Before starting any exercise the facilitator or exercise developer should
clearly define the exercise objectives, expectations, and duration, usually in con-
sultation with the agency. A tabletop exercise brings together a group of people
(such as the leaders of the health department or representatives of all the response
agencies in a community) to discuss their response to an emergency scenario, pro-
vided by the exercise facilitator. Tabletop exercises typically last a couple of hours
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to half a day. The participants talk through what actions they might take and
whom they might contact for additional information or help. Tabletop exercises
are usually led by an outside facilitator and are good for helping the participants
to clarify basic issues and to build teams.

The next step, limited functional exercises, is designed to test certain portions
of the system under actual conditions (think of the fire drill for a familiar exam-
ple). Notification drills, to test communications, are one very common exercise.
These limited exercises may lead to larger functional exercises.

The last step in an exercise regime is the full-scale drill. The full-scale drill is
the most stressful part of the testing, and it occurs basically in real time (or some-
what condensed real time). It involves all or most of the agency and often many
response partners as well. Full-scale drills are the closest approximation to a real
emergency response, but they also involve considerable expense. Such drills may
last as long as three days and sometimes up to a week.

As it is for training, evaluation is an essential part of all drills and exercises.
Usually the participants and facilitators will hold a discussion (an after-action ses-
sion, often known colloquially as a hot wash) to identify lessons learned and areas
for improvement. Larger exercises tend to have multiple evaluators, who look at
different functional or geographic areas involved in the drill and note successes
and areas for improvement. The end product is usually an after-action report,
with lessons learned and recommendations, which can be used by the agency to
improve response. The cycle then starts again with correcting identified weak-
nesses or gaps, improving the plan to take these into account, and adding or mod-
ifying training accordingly.

In response to HSPD-8, the Office of Domestic Preparedness in the Depart-
ment of Homeland Security recently developed some fifteen standardized scenar-
ios for drills and exercises for all responders, as well as exercise evaluation standards.
The purpose is to facilitate agency response and interagency coordination. The
scenarios and evaluation standards are for use by both first responders and other
agencies. Some parts, although not necessarily all, will be obligatory for agencies
receiving federal funding (for example, the standardized format for after-action re-
ports will be obligatory).

One of the most frequent and important lessons learned in most exercises 
is the necessity of maintaining communication at all levels (internally within the
agency and externally with response partners and other jurisdictions and with
the media and the public). In a severe emergency, shortcomings in commu-
nications can have tragic consequences, as was demonstrated in 2005 during
the emergency caused by Hurricane Katrina. Poor communications between
the different levels of government, and conflicting expectations of the respon-
sibilities of each, greatly added to the tragic events surrounding the response.
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Good preparedness can save lives. Tragedies like Hurricane Katrina emphasize
the importance of planning well in advance of a disaster and of ensuring that
lines of communication are clearly delineated and that expectations for gov-
ernments at the local, state, and federal levels are well defined and extensively
practiced.

Personal Emergency Planning

In developing training for agencies, we have found that many employees are un-
derstandably concerned about the safety of their families and others who depend
on them as caregivers, such as pets or elderly parents. Subsequent surveys con-
ducted by the Mailman School of Public Health Center for Public Health Pre-
paredness (Qureshi et al., 2004; Gershon et al., 2004; Qureshi, Merrill, Gershon,
Calero-Breckheimer, 2002; Gebbie & Qureshi, 2002; Nandi et al., 2004) and oth-
ers have found that these concerns can greatly inhibit the ability and willingness
of employees to be available for emergency response, especially when the emer-
gency duty is likely to involve extended hours. As a result, we have found it very
helpful to distribute information on family emergency planning at our training
sessions, and we recommend that all agencies should help their workforce mem-
bers with their personal emergency planning. More information on personal and
family emergency plans, with forms that individuals can fill out, can be obtained
from the American Red Cross (2005) or the DHS.

Summary

Public health has long been responding to emergencies, but public health agen-
cies have rarely considered themselves “real” emergency responders until recently.
Public health is the front line in the nation’s defense against bioterrorism, as it is
for natural disease outbreaks, and it plays an essential role in many other emer-
gencies. As such, public health agencies and traditional emergency responders
must learn to speak each other’s language and to work more closely together. It is
clear that our increasingly complex world will continue to place increasing de-
mands on public health as a responder. Good preparedness is therefore key to ef-
fective response, and people are key to preparedness. At the same time, public
health performs many essential and life-saving services, including many health
promotion activities, that should be supported and appropriately recognized. Dis-
aster preparedness should therefore serve to reinforce, and not supplant, the ca-
pability of public health to carry out these core functions. (Exhibit 13.2 on page
459 offers some additional resources.)
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CHAPTER FOURTEEN

ORGANIZATIONAL WELLNESS

Thomas Diamante
Samuel M. Natale
Manuel London

Y

The workplace is under construction. Globalization, emerging technologies,
newfound competition, customer demands, and legal and regulatory changes

affect what companies do and how they do it. Strategically, the organization is
moving toward an organic if not digital operational structure, relying on infra-
structure and technologies to execute business. All of this happens (or not) because
of people.

Organizations react to the endless, complex, global demands facing them.
They prosper or decay. Are there human elements to business that accelerate
business growth? What occurs within people when business demands and human
capability do not align? Is health and well-being a by-product of work? The
American Stress Institute estimates that $300 billion per year is lost on stress and
stress-related illnesses. Are business health and human health on the same con-
tinuum? Can an organization foster individual and business wellness for mutual
benefit?

Typically, the term wellness, when used in a business setting, calls to mind diet
and exercise programs. Indeed, such initiatives are worthwhile. This chapter,
however, does not limit its use of wellness to the typical definition. Instead, we de-
fine wellness in organizational settings as the strategic integration of business, interper-

sonal, and individual needs to optimize overall human and organizational well-being (see
Figure 14.1).
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Understanding Wellness in the Business Environment

The National Institute for Occupational Safety and Health (NIOSH) defines the
healthy organization as “one whose culture, climate and practices create an environ-
ment that promotes employee health and safety as well as organizational effec-
tiveness” (see, for example, NIOSH, 2000). A wellness-focused organization
contributes to its employees’ physical, mental, spiritual, and social well-being. Such
a system provides employees with tools to solve group conflicts maturely, a culture
that prevents the release of harmful psychosocial elements, and a set of manage-
ment practices that in general nurtures quality and management excellence in
alignment with overall business strategy and customer demand.

A workplace promoting wellness brings job satisfaction, lower absenteeism and
turnover, improved job performance, lower accident rates, and reduced health care
and workers’ compensation costs. The most important characteristics of a healthy
organization are an organizational climate in which employees feel valued and are
able to resolve group conflicts, management practices that reward workers for qual-
ity work, a sense of equity and support, and a learning-oriented and market-savvy
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FIGURE 14.1. PROPOSED MODEL OF FACTORS CONTRIBUTING 
TO INDIVIDUAL AND ORGANIZATIONAL WELLNESS.
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leadership. Reduced demands for medical services, reduced absenteeism, reduced
on-the-job injuries, reduced workers’ compensation costs, and reduced disability-
management costs are key metrics for health care cost reductions (U.S. Department
of Health and Human Services [USDHHS], 2004).

If employers want to set new levels of excellence in the workplace, they need
to strive for a holistic approach inclusive of wellness. This can be achieved by em-
bedding healthy workplace goals into management practices. Not only will this nur-
ture healthy relationships with contractors, suppliers, temporary workers, and
customers but it will also contribute to building a healthy organizational commu-
nity and will integrate business execution with employee well-being. It is also key
that the workforce members attain healthy competencies that contribute to their own,
their peers’, and the organization’s well-being. We propose a focus on wellness com-

petencies as part of a leader’s or manager’s development plan. A wellness competency
model brings benefits to the workplace as it places the burden of health develop-
ment squarely on the individual and requires a supportive organizational context.
Exhibit 14.1 defines seven competencies proposed to foster individual, interpersonal,
and organizational wellness. These competencies are self-control, optimism, ability
to form affiliations, ability to be nurturing, agreeableness, openness to new experi-
ences, and ability to be self-directed. Individuals who have these characteristics, es-
pecially leaders, are likely to foster work environments that support wellness.

The Changing Workforce

The Families and Work Institute surveys a representative sample of the U.S. work-
force every five years. Sponsored by the Alfred P. Sloan Foundation, IBM, John-
son & Johnson, and Motorola, the study includes an average 3,500 wage and
salaried employees and self-employed workers. Findings from this national study,
reported in 2002, illustrate the changing U.S. workforce (Bond, Thompson, Galin-
sky, & Prottas, 2002; see also Bond, Galinsky, & Hill, 2004):

• Dual earner couples increased from 66 percent in 1977 to 78 percent in the
year 2002.

• Combined work hours for dual earner couples climbed by 10 hours a week
(from 81 hours in 1977 to 91 hours in 2002).

• Fathers reduced time for themselves from 2.1 hours (twenty-five years ago) to
1.3 hours on workdays.

• Mothers reported even less time for themselves: 0.9 hours today versus 1.6
hours in 1977.

• Employees with families reported that work interferes with family life (45 per-
cent today versus 34 percent twenty-five years ago).
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Today the workforce is multicultural. The U.S. workforce is ethnically diverse,
with 21 percent of workers being people of color versus 12 percent in 1977. There
are almost equal numbers of men and women. The median age of all employees
in 1988 was 35.9 rising to 38.7 in 1998 and projected to 40.5 as we approach 2008
(Fullerton, 1999). In 1995, the minority share of the workforce was 24 percent.
Minority share of the workforce is projected to reach 32 percent by the year 2020.
Hispanics are by far the fastest growing segment of the American workforce grow-
ing from 9 percent in 1995 to a projected 14 percent in the year 2020 ( Judy &
D’Amico, 1997).

Fullerton (1999) informs us that the U.S. population will look older in the
years to come. The median age of workers was 35.9 in 1988, rising to 38.7 in
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EXHIBIT 14.1. WELLNESS COMPETENCIES DEFINED.

1. Self-control. The individual consciously monitors personal levels of stress or
anxiety so that conscious decisions and actions can be taken to reduce anxiety
levels and enhance work performance. She or he exhibits self-control under
adversity or strain enabled by intrapsychic or environmental events.

2. Positivism or optimism. The individual interprets failures or the confrontation 
of obstacles in a manner that leads to rejuvenated effort and hope rather than
stagnation, inaction, or depression. She identifies opportunities when in crisis
and exhibits clarity and realism about the evaluation or meaning of events,
without adding incorrect, unrealistic, or inappropriate elements to an event’s
meaning.

3. Ability to form affiliations. The individual has the desire to socialize, assist, or
otherwise “be part of” a social unit, team, or organization where goals or ob-
jectives are shared and contributions of independent people bring added value
to whole.

4. Ability to be altruistic or nurturing. The individual has the desire to help or to give
for the sake of giving. He has a willingness to make a personal sacrifice for the
good of someone else and is able to feel gratification from providing or doing
for someone else without receiving any form of acknowledgment.

5. Agreeableness. The individual is able to negotiate or accommodate for the sake
of progress. She is able to get along with others despite not seeing eye to eye.
She is conversational, open, and easy to speak with, regardless of the subject
matter or the potential to disagree.

6. Openness to new experiences. The individual is driven by curiosity and a willing-
ness to experiment. He asks “why” and “why not” more often than wanting to
follow rules. He is appreciative of new solutions, innovations, and possibilities.

7. Ability to be self-directed. The individual takes action to assess, plan, and act to
make self-improvements or accomplish goals. She is goal-oriented and diligent.
She takes deliberate action steps that lead to desired goals. She exhibits intrinsi-
cally motivated behavior.
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1998, and rising (it is expected) to 40.5 by the year 2008. Bond et al. (2002) states
the fact that today only one in three fathers is the sole wage earner. Twenty-five
years ago slightly more than one-half of all fathers were the sole wage earners in
the family.

Expectations of job longevity have evaporated. Employees expect to be re-
quired to relocate and there are increased concerns for job insecurity. Bond et al.
(2002) report that merely 36 percent of salaried workers feel secure in their jobs
(meaning that they reported it was unlikely that they would lose their jobs within
two years). Twenty-five years ago 45 percent of workers felt secure.

Working hours have expanded. Today men work 48.2 hours per week on av-
erage, and women 41.4 hours (including part-time employees). Twenty-five per-
cent of workers report working one weekend day per week.

Technology has reinvented communications and personal, interpersonal, and
organizational capabilities. Bond et al. (2002) inform us that almost half of all
salaried workers are “connected” to work or are contacted on work matters out-
side the office or during “off ” work hours regularly or occasionally.

Sadly, 67 percent of employed parents report a “time famine” (Bond et al.,
2002, p. 2), referring to not having the time desired to spend with their children.
In 1992, half of salaried workers reported not having enough time to spend with
their spouses but today the number has escalated to 63 percent. Finally, 55 per-
cent say they do not have enough time for themselves.

Organizations—and the health care professionals who work both in and with
these organizations—need to face these challenges in order to design a workplace
that is wellness oriented and effective.

Illnesses and Negative Behaviors at Work

Business requirements too often fail to consider human requirements. A focus on
business execution and profitability to the neglect of psychosocial workplace ele-
ments is a poor business plan. The following section discusses ramifications (ex-
pected and not) of poor management practices on workers.

Behavioral Dysfunctions

Behavioral dysfunction in the workplace may take the form of aggression, hos-
tility, sabotage, theft, violence (assault, stalking, battery, mobbing), and the with-
holding of output or knowledge (what could be called passive-aggressive
behaviors). Passive aggressive-behaviors such as sabotage or theft may have an
additional goal of retaliating against the employer for real or imagined injustices
(Masterson, 2001).
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Other dysfunctional behaviors in the workplace are underachievement, tem-
porary production impediments, procrastination, fear of success, fear of failure,
work addiction, and hostility or extreme or excessive behaviors. Behavioral dys-
function affects work, resulting in poor job performance and occupational stress
and strain.

These aggressive acts are important because they point to employee perception

as a legitimate territory for reducing health care costs. Further, these nonproduc-
tive situations are triggered, exacerbated, or mitigated by the relationship between
the individual and the organization.

Behavior at Home Does Not Stay at Home

Abusive behavior that occurs at home may be carried into the workplace. Abu-
sive behavior at home is often domestic violence, defined as any assault, battery, sex-
ual assault, sexual battery, or stalking or any criminal offense resulting in physical
injury to or the death of one family or household member by another who resides
in the same single dwelling unit. Domestic violence can also include aggravated
stalking, kidnapping, or false imprisonment. Almost 700,000 incidents of violence
between partners were documented in the United States, and thousands more go
unreported (The White House, 2002).

Domestic violence often becomes workplace violence in the form of assault,
threat, harassment, bullying, emotional abuse, intimidation, battery, and other
forms of conduct that create anxiety, fear, and a climate of distrust in the work-
place. Assault, aggravated assault, battery, and aggravated battery include such
acts as hitting, slapping, choking, burning, or threatening to do harm. Sexual as-
sault and sexual battery include forcing unwanted sexual acts or intercourse and
incest. The U.S. Department of Justice estimates that an average of 1.7 million
violent victimizations were committed against persons aged twelve older while
they were at work or on duty, according to the National Crime Victimization Sur-
vey (Duhart, 2001, p. 1).

Violence may be directed at employees by customers, clients, patients, stu-
dents, inmates, or any others for whom an organization provides services. A pre-
sent or former employee may foment violence against coworkers, supervisors, or
managers. Criminals who are not employees may commit robbery or another
crime. Violence may also be committed in the workplace by someone such as an
abusive spouse or domestic partner who doesn’t work there but who has a per-
sonal relationship with an employee (Di Martino & Musri, 2001). Zink and Sill
(2004), examining a sample of thirty-two working mothers, found evidence
demonstrating that intimate partner violence affects physical and mental health.
In addition, intimate partner violence is related to poor job performance, in-
creasing the likelihood of job loss.
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Occupational Stress and Job Strain

Job stress can be defined as the harmful physical and emotional responses that
occur when the requirements of the job do not match the capabilities, resources,
or needs of the worker. According to the American Institute of Stress nearly half
of all U.S. workers suffer from symptoms of burnout, a disabling reaction to stress
on the job (Stress, 2001). Imagined threats affect individuals just as negatively as
genuine threats do. Threats can be acute (that is, sudden—such as job loss or fear-
ing job loss) or chronic (loneliness, isolation, relationship problems, financial wor-
ries, or incongruent person-work demands).

A number of organizational conditions may lead to occupational stress
(NIOSH, 1999), including the design of tasks, heavy workloads, infrequent rest
breaks, long work hours, and hectic and routine tasks that have little inherent
meaning and provide little sense of control. A lack of participation by workers in
decision making, poor communication in the organization, and a lack of family-
friendly policies may increase organizational stress. Poor social environments and
lack of support or help from coworkers and supervisors, as well as conflicting or
uncertain job expectations, too much responsibility, and too many “hats to wear,”
may increase employees’ feelings of stress.

Many employees experience career concerns owing to job insecurity and lack
of opportunity for growth, advancement, or promotion. Often they experience
rapid changes for which they are unprepared. These increase their feelings of
stress. Environmental conditions, including unpleasant or dangerous physical con-
ditions such as crowding, noise, air pollution, or ergonomic problems, can increase
feelings of stress.

In general, stress is negatively related to psychological well-being (Schurman
& Israel, 1995; Sauter, Murphy, & Hurrell, 1990) and positively related to psy-
chosomatic symptoms and myriad other behavioral and psychological disorders
affecting individuals and the organizations that employ them (Bocchino, Hart-
man, & Foley, 2003; Kenny & Cooper, 2003; Ivancevich, Matteson, Freedman, &
Phillips, 1990). Mental disorders associated with occupational stress include anx-
iety, depression, and other mood disorders, maladaptive behavioral and lifestyle
patterns, chemical dependencies, alcohol abuse, and sleep disorders (Israel, Baker,
Goldenhar, & Heaney, 1996).

Differences between people, such as personality and copying style differences,
are important predictors of stress; that is, what is stressful for one person may
not be stressful for another (Benson, 1975; Williams & Williams, 1993). In both
Europe and the United States coronary heart disease (CHD) has been linked to
job strain when high job demands lead to small rewards or employees have little
control over their work (Schat & Kelloway, 2000; Schnall & Landsbergis, 1994;
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Theorell & Karasek, 1996). Among the other physical illnesses associated with oc-
cupational stress is immune system suppression (Haan, 1988, 1989; Marsland,
Cohen, Rabin, & Manuck, 2001; Sauter et al., 1990).

Management practices or styles can reduce stress levels and their correlates
by establishing support and by managing in humane ways that are considerate of
self-esteem, social status, or the experience of shame (Gruenwald, Kemeny, Aziz,
& Fahey, 2004) The only reason organizational stressors are not managed is sim-
ply that the concept of management wellness has not (yet) been introduced to the
boardroom as a measure of health care cost management or a means of achiev-
ing employee health and well-being (Bond et al., 2002).

Antecedents of Workplace Illnesses and Negative Behavior

Factors that influence workplace illnesses and negative behaviors may be job re-
lated or self-imposed. Although these factors can be causes of negative reactions,
they can also be adjusted or redesigned to be factors that contribute to wellness.

Job-Related Factors

Job-related factors reflect the work itself, organizational or supervisory practices,
management control, culture and leadership, and the general human resource
strategy.

Work Itself. Work and health are intimately connected, yet the complex associa-
tion between the multiple features of employment arrangements and workers’
health is not well understood. Given the dramatic labor supply and demand
changes over the past decade, better identification of the employment character-
istics that underlie the health of workers is of profound practical importance. The
changing nature of jobs (for example, the shift from manufacturing to services),
along with the aging and growing diversity of the workforce, makes workers’
health requirements today different from what they were a generation ago. There-
fore, in order to protect the health of workers and the health of the corporation,
an examination of today’s jobs and workers’ health is an essential organizational
requirement.

Research in occupational psychology has shown that psychological features
(for example, decision latitude, demands) and psychosocial features (for example,
relationships with coworkers, workplace culture) of workers’ jobs promote or un-
dermine health and well-being (see, for example, Israel et al., 1996). Psychosocial
environmental stressors (for example, major life events, daily problems, chronic
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strains such as work overload, and deadlines) may be modified by variables that
are social (for example, social support, control, socioeconomic status), psycholog-
ical (for example, personality, coping strategies), biophysical (for example, age, sex,
health status), behavioral (for example, relaxation skills, exercise, nutrition), or ge-
netic (for example, family history of illnesses). Responses to workplace stress may
be short term (for example, psychological reactions, behavioral reactions, physio-
logical reactions) or longer term (for example, depression, coronary heart disease).

The workplace may alter workers’ perceptions of their environment (for ex-
ample, one might interpret solvable problems as catastrophes) and may yield en-
during negative health outcomes (for example, poor cardiovascular disease, anxiety
disorders, or alcoholism) (Israel et al., 1996; Israel, Schurman, & House, 1989).
As one example, it is estimated that the cost of employees’ suffering from depres-
sion is approximately $17 billion lost workdays per year (U.S. Preventive Services
Task Force, 2002). Diamante and Primavera (2005) applied this research to prac-
tice by designing a feedback and coaching method that incorporates physiologi-
cal, cognitive, emotional, and behavioral elements to effect changes in employees’
perception of work and life events in order to improve employee self-control and
positive health outcomes. These organizational change interventions involved an
integration of business and human requirements (Diamante & Hyland, 2004).

Organizational and Supervisory Practices. Negative organizational and super-
visory practices can adversely affect employees’ wellness. Such actions include dis-
crimination, harassment, and unfair treatment, to name a few. Positive practices
can have the opposite effect, supporting and increasing wellness. Formal programs
may encourage such practices. These programs can address diversity, networking
and mentoring, stress management, employee assistance, and other performance
enhancement issues, including continuous learning at all organizational levels. To
support these programs, it is important that organizations begin to differentiate
themselves not only in terms of their product offerings, separating what they offer
to consumers from what competitors produce, but also in terms of their attention,
care, and management of employees. Methods that supervisors can employ to in-
crease employee wellness include providing job autonomy, creating learning op-
portunities, recognizing employees’ successes, involving employees in decision
making, and allowing flexibility in work hours.

Management Control. Today’s dynamic world is witnessing an evolution to or-
ganic forms of organizations. These organic forms are self-organizing and rely on
self-managed teams and intricately networked technological and social systems to
be more responsive and adaptable to customer or client and employee demands

468 Health Promotion in Practice

Gorin.c14  2/14/06  9:15 AM  Page 468



than more rigid organizations are. In fact, these organic forms are so responsive
and adaptable that many people react strongly against the term management control

in this context because they think it sounds dominating, coercive, and heavy-
handed; traditional control is thought to slow the speed of the networked and
learning organization (Senge, 1994). Fast, cheap, and efficient are genuine de-
scriptions of business execution, and managers who cannot get work done this
way will not prosper. This organizational environment establishes new require-
ments for how employees think, work, and feel on the job.

Certainly, organizations, particularly businesses, are not going to stop the dig-
ital clock. Speed, functionality, and the call for “personalization” for customers
and “tailoring” to clients are setting extreme demands on organizational capabil-
ities. Today customers and clients want what they want, when they want it, and
delivered on whatever device they prefer (or delivered in whatever manner they
prefer). This sets new requirements on organizations and places new demands on
the people who work in them.

Typical practices or tasks of a supervisor include carrying out basic manage-
ment skills (decision making, problem solving, planning, delegating, and meeting
management), organizing his or her department and teams, noticing the need for
and designing new job roles in the group, hiring new employees, training new em-
ployees, conducting employee performance management (setting goals, observing,
and giving feedback; addressing performance issues; firing employees; and so forth),
and conforming to personnel policies and other internal and external regulations.
These are challenging times for managers, who must deliver services and execute
their functions in an increasingly complex, rapidly changing, and often-threatening
global business environment. Managers are faced with shifting political, social, and
economic conditions, as well as rapid technological developments and growing vol-
umes of information.

Managers know that they need to address these changes head-on, adopting
creative approaches and acquiring new skills. All levels of management are re-
sponsible for regularly communicating and interpreting business strategies and
their implications for employees. In addition, managers must demonstrate sup-
port for continuous learning, respect individual needs and differences, and pro-
vide timely and supportive feedback.

Culture and Leadership. An organizational culture is the result of the values, be-
liefs, underlying assumptions, attitudes, and behaviors shared by the employees. Cul-
tures arise from the employees’ languages, symbols, stories, legends, and daily work
practices (Schein, 2004). Leadership is determination, courage, confidence, and the
ability to view a situation and respond to it. A globally competitive organization
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requires teamwork, collaboration, speed, learning environments, and the creation
of an organizational culture that encourages expansiveness. Leadership today means
continuous learning and growth of the organization and its capability.

The expansiveness of today’s organizations requires new leadership behav-
iors. These behaviors should be directed at both pressing the organization to con-
quer markets in new ways while simultaneously working inside the organization
to address the needs, values, and interpersonal relationships necessary for the or-
ganization to prosper (Diamante & London, 2002).

Autonomy and Job Design. Job design is the process by which managers plan
and specify job tasks and the work arrangement through which these tasks are ac-
complished. Job design also involves the design of individual tasks in ways that
make them more “fitting” to the company and to the employees, affecting em-
ployees’ motivation and satisfaction in the workplace.

Among the various job design approaches are (1) job simplification; (2) job
enlargement, which includes combining tasks to give a worker more of the same
type of duties to perform; (3) job rotation, which involves moving workers through
several jobs to increase experience and variety; and (4) job enrichment, which in-
cludes altering jobs by giving workers more autonomy and control over their own
activities. These several techniques try to minimize the adverse consequences of
task specialization, which include feelings of alienation, dissatisfaction, and lack
of job involvement.

The best job design technique is the one that meets organizational require-
ments for high performance, offers a good fit with individual skills and needs, and
provides opportunities for job satisfaction and employees’ autonomy over their
decision-making processes. For purposes of job satisfaction and wellness, the job
enrichment technique is likely the most effective. Along with organizational sup-
port, proper design brings enormous motivational and performance benefits to
individuals and work teams (Hackman, 2003). Autonomy and control are per-
ceived as health enhancing.

Self-Imposed Factors

The fit between personal values and organizational mission, the ability to express
oneself at work, and self-management will affect an individual’s wellness. Making
sense out of one’s work environment is a complicated matter implicating percep-
tion, personality, thinking styles, and learning experiences.

Personal Values–Organizational Mission Fit. Mission is the purpose, value, or
belief that is most meaningful to the company. It is also thought of as the purpose
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or reason for the organization’s existence. Personal values are made up of the be-
liefs, missions, or philosophies that are meaningful to a person. Every individual
has a number of personal values. The best way to create wellness is to have a
match between key employees’ personal values and the organization’s mission or
value. A mismatch will generate dysfunctional behaviors in the workplace, poor
job performance, job dissatisfaction, stress, and other factors adverse to wellness.

Congruency between personal values and organizational mission will serve the
best interests of shareholders, customers or clients, and employees. The organiza-
tion’s product offering or service reflects the values, practices, and culture of the
company. There are many companies and they have varying missions (products or
services), but in each of them congruency between the mission and management is
key to organizational wellness (Bocchino et al., 2003). The organizational chal-
lenge, it appears, is to develop a goal commitment process that leads to high levels
of acceptance (congruity) or an internalization of goals. The alignment of the
product or service offering, customer or client expectations, management practices,
and overall culture is the secret sauce for sustaining a competitive advantage.

Expressing the Self at Work. Every leader, manager, and supervisor has to learn
the importance of communication and have a willingness to listen to what em-
ployees have to say. A culture that allows employees to “be themselves” is an en-
abling environment that reduces stress and strain. Organizational cultures that
strategically enhance the opportunities to improve the fit between the employ-
ees and the organization benefit in terms of increased employee morale, lower
strain, and potentially, increased overall effectiveness. Person-organization congru-
ence can be improved through strategic planning, healthy dialogue, and conflict
management (Bocchino et al., 2003). Self-expression, or emotional expression, is
correlated with positive health effects (Sheese, Brown, & Graziano, 2003).

A workplace environment that honors diversity (particularly for populations
such as newcomers who are at risk for slipping into the margins), seeks divergent
ideas, allows room for respectful disagreement, and fosters continuous improve-
ment nurtures human development and encourages altruism, autonomy, and
thoughtful reflection. These elements breed healthy work cultures (Srivastva,
Cooperrider, & Associates, 1990; Ivancevich & Lidwell, 2004).

Employee Physical Health. Science is discovering powerful connections between
people’s thoughts, feelings, and behaviors (Benson, 1975, 1984) in the placebo effect
(expectations), personal beliefs, perceptions, sense of personal control, thinking styles,
and proclivities toward being optimistic or pessimistic in attributing causes for fail-
ures or other events (Benson, 1984; Mailoo & Williams, 2004). When employees ex-
perience misalignment between their biopsychosocial and spiritual makeup and the
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external demands of the workplace and when this lack of fit leads to physical, men-
tal, and behavioral problems, the costs to a business can be severe. Human orga-
nizations must wake up to the challenge of integrating the demands of business
and people.

Programs or approaches to improve fit can include involving employees in
community work, arranging sabbaticals in the workplace (where the manager
spends time and effort with charitable organizations or university research on be-
half of the employer), and personalizing the workplace to make everyone work-
ing there feel at home.

Mediating Factors

Job-related and self-imposed factors may affect the employees’ and the organiza-
tion’s wellness. Mediators of the relationship between these antecedents and well-
ness include personality, cognitive, and emotional factors.

Personality Factors and Types

Personality variables such as having a tolerance for ambiguity, resilience, and har-
diness, as well as whether a person is a type A or type B personality, will affect how
a person reacts to difficult job situations.

Tolerance for Ambiguity. Tolerance for ambiguity is the ability to tolerate un-
certainty. Intolerance for ambiguity has been associated with a number of anxi-
ety-related problems, including worry, obsessions and compulsions, and panic
sensations (Budner, 1962; Furnham & Ribchester, 1995; Kahn & Byosier, 1992).
Organizational change demands the capacity to tolerate ambiguity. Many if not
most businesses are experiencing the need to adapt their structures, their opera-
tions, and even their products and sevices to remain competitive. This affects what
people do, and the ways they function are placed in a state of flux. Management
“controls” this process, and so managing ambiguity becomes a new imperative
for business managers.

Resilience. Collard, Epperheimer, and Saign (1996) inform us that the ability to
adapt to changing circumstances, even when the circumstances are discouraging
or disruptive, is the core of resilience. Resilience is a person’s level of buoyancy,
or how easily a person adapts; it is the ability to bounce back even after a “life-
quake.” It is the quality that enables a person to thrive during times of challenge,
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to recover quickly, and creatively turn adversity into advantage. Resilience calls
for self-awareness about what one is facing and what one can do about it. A re-
silient individual is self-sufficient, determined, and harbors a sense that one’s des-
tiny is in one’s own hands.

The characteristics of those who are career resilient—team-oriented, effec-
tive communicators, adaptable to change, holding positive and flexible attitudes,
engaging in continuous learning, self-confident, willing to take risks, and com-
mitted to personal excellence—are also identified with employability. These char-
acteristics are considered core competencies for jobs in highly networked,
ever-changing business organizations (London, 1998a).

Hardiness. Hardiness connotes an ability to influence the situation; it is being
committed to or fully engaged in one’s activities and having a positive view of
change (Rush, Schjoel, & Barnard, 1995). Hardy people are also resilient. Hardi-
ness has also been associated with being open to new experiences, perseverance,
innovation, and feelings of well-being (Kobasa, Maddi, Pucetti, & Zola, 1986;
Maddi, 1998, 2002; Maddi & Hightower, 1999). Empirical research supports the
importance of hardiness as a personality construct. For instance, recent research
on military peacekeepers working in Bosnia used a structural equation modeling
technique to demonstrate that hardiness improves capability to perform. Hardi-
ness is advantageous to organizations and workers facing severe competition and
constantly undergoing change.

Type A and Type B Personalities. The type A and type B labels describe two dis-
tinct personality types and behavioral patterns (Friedman & Rosenman, 1974).
The characteristics of a type A personality include impatience, hostility, aggres-
siveness, irritability, impulsiveness, striving for achievement, and time urgency.
The type B personality lacks these type A personality characteristics or shows
lower levels of competitiveness and aggressiveness and is more easygoing. The
type B individual is more relaxed, less competitive, and more patient than the type
A individual.

Type A behavioral patterns have been linked to cardiovascular problems in
some studies (Friedman & DiMatteo, 1989; Friedman & Rosenman, 1974). Re-
cent evidence suggests that it is the harboring of hostility, a core component of the
type A pattern, and not the type A behavioral pattern per se that leads to cardio-
vascular disease. Compared with low-hostility individuals, high-hostility individ-
uals are less healthy, experience more anxiety and more interpersonal strain, and
gain less social support (Williams & Williams, 1993; Dembroski, MacDougall,
Costa, & Grandits, 1999; Hecker, Chesney, Black, & Frautschi, 1988; Smith, Pope,
Rhodewalt, & Poulton, 1989; Smith, Haynes, Lazarus, & Pope, 1993).
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Cognitive Processes

The cognitive processes that mediate job-related and self-imposed antecedents to
wellness include perception of control, past learning, causal attribution, and
learned helplessness and its converse, learned optimism.

Perception of Control. Perception refers to our interpretation of what we take in
through our senses. The way we perceive our environment is what makes us dif-
ferent from other animals and different from each other. Viewing ourselves as au-
tonomous or as having control over our work or life situation is a prophylactic against
stress and subsequent physical disorders. Perceived control relates to somatic
health, emotional well-being, and possibly the prevention of violence in the work-
place (Schat & Kelloway, 2000). The belief that one has mastery over a situation
or influence (real or imagined) is linked to more positive emotional states and so-
matic health (Schat & Kelloway, 2000). Even the illusion of benefit in a setting may
be associated with the maintenance of psychological well-being (Taylor & Brown,
1988; Thompson, Sobolew-Shubin, Galbraith, Schwankovsky, & Cruzen, 1993).

This research suggests that it is advantageous to afford workers the perception
of control—simply put, this might mean enabling workers to adjust their sched-
ules, use technology to get things done, perform tasks on the basis of what works
for them, make travel plans that take into account their overall lives. This can bring
a sense of autonomy and a perception that one is controlling one’s own work life.

Past Learning and Attribution. Past learning and attribution is concerned with
how individuals interpret events that affect their current thinking and behavior.
Attribution theory assumes that people try to determine why they do what they
do, that is, they attribute causes to behavior (Heider, 1958; Weiner, 1974, 1986).
Attributions are classified along three causal dimensions: locus of control, stabil-
ity, and controllability (Weiner, 1974). The locus of control dimension has two
poles: the locus may be internal or external. The stability dimension captures
whether causes change over time or not. Controllability contrasts causes one can
control, one’s skill or efficacy, for example, with causes one cannot control, such
as aptitude, mood, others’ actions, and luck. What we learn, how we interpret or
create our interpretation of our experiences, affects how we (or whether we) ap-
proach new challenges, contributes to our feeling awful or wonderful, and per-
haps even plays a role in our physical and psychological well-being.

Continuous learning is a business requirement today. It is critical not only that
workers learn but that they learn the right things. Past experiences can lead to
learning but this does not ensure that the knowledge acquired is useful or benefi-
cial to the person.
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Learned Helplessness Versus Learned Optimism. Learned helplessness exists
when individuals believe that their own behavior has no influence on consequent
events (Seligman, 1991; Seligman & Csikszentmihalyi, 2000). The essential com-
ponent of learned helplessness is exposure to conditions where response and out-
come are independent. The opposite state of mind is self-efficacy, which occurs
when people believe they control what happens to them. This is referred to as
learned optimism (Seligman, 1991). Seligman (1991) suggests that learned help-
lessness produces three deficits: (1) an undermining of one’s motivation to respond,
(2) a retardation of one’s ability to learn that responding works, and (3) an emo-
tional disturbance, usually depression or anxiety.

When employees interpret work events (change) as inevitably leading to bad
things, they will not continue to try. Management can help employees (and other
managers) learn to interpret causes and the meaning of events in healthy, opti-
mistic, resilient ways. Doing this may reduce unnecessary stress and anxiety in the
organization and avoid productivity paralysis whenever a new executive or man-
agement team emerges (Seligman & Schulman, 1986).

Emotional Factors

Emotion is a powerful component of our being. It compels behavior as a response to
external events and in itself is a response. Emotion is the connectivity between the
world as we know it (or interpret it) and the world that we experience. To the extent
that individuals can enhance well-being through self-awareness, emotion plays a key
role. Business professionals can incorporate emotional characteristics into their
strategies for attracting, selecting, retaining, and motivating human capital.

Hostility and Resentment. Cortina, Magley, Williams, and Langhout (2001)
found that disrespect, condescension, and degradation (that is, incivility) were com-
mon among 1,180 surveyed public sector employees. Asked about incidences of
such behaviors over the past five years, 71 percent reported an incident. By re-
port, 33 percent of the uncivil acts were instigated by leadership (a high-power
person). Both men and women were transgressed against although women were
more often the target of an uncivil act. Uncivil acts were associated with greater
psychological stress for both genders.

Insulting behavior can also be directed toward an individual by virtue of the
individual’s membership in a group that is subjected to stereotyping and rejec-
tion. Corporate efforts to promote inclusion through diversity programs are good
examples of attempts to reduce these interpersonal sources of hostility. Diamante,
Reid, and Giglio (1995) provide corporate training guidelines for the building of
programs that identify deeply rooted, difference-based conflicts in the workplace.
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Hostility brings social consequences by thwarting relationships that might
serve to support, assist, or otherwise be useful to individuals as they cope with,
solve, or resolve problems of work and life. Hostile individuals are not pleasant to
be around, and a growing body of evidence suggests that negative emotions and
behaviors may themselves be unhealthy (Belkic, Landsbergis, Schnall, & Baker,
2004; Dembroski, MacDougall, Williams, Haney, & Blumenthal, 1985). The link-
age between hostility (typically understood as a personality trait) and coronary
heart disease is receiving focused attention. Niaura et al. (2002) studied 774 older,
unmedicated men free of cardiovascular disease as part of a collaborative research
effort at Brown Medical School, Boston University School of Public Health, The
Miriam Hospital, Brigham and Women’s Hospital, and Harvard Medical School,
among others. Tracking these patients for a three-year period the researchers were
able to demonstrate the crucial, incremental risk hostility brings over and above
the traditional risk factors, such as blood lipid profiles. Niaura et al. (2002) re-
viewed the literature and inform us that “. . . hostility is an independent psy-
chosocial risk factor for coronary heart disease, hypertension and premature
mortality” (p. 588). Although the research is clearly connecting hostility to med-
ical problems, the intensity or “dosage” of the hostility remains ill-defined. It is
likely that hostility-prone individuals exacerbate the intensity of the negative emo-
tion—by making the emotion active more often, experiencing the emotion in-
tensely, and failing to counteract its psychophysiologically mediated negative
impact on health and well-being. Distinguishing the risks of hostility as a person-
ality trait from harboring or experiencing the emotion for various amounts of time or
under various levels of intensity awaits further investigation. Certainly, hostility
as a trait is not advantageous to the individual or the business that employs the
individual, and experiencing negative emotional states brings negative effects.
Emotional support, through social relationships, may buffer any hypothesized ef-
fects of anger and hostility on stress (Hawkley, Burleson, Berntson, & Cacioppo,
2003) or coronary heart disease (Uchino, 2004).

The most common sources of resentment among workers in the workplace
are inequitable benefit plans, failure to receive rewards to which they feel entitled,
and heavy workloads without perceived resources or capabilities. The effort-
reward imbalance, when workers perceive high demand and little control, leads
to stress and anxiety (Tsutsumi & Kawakami, 2004).

Being resentful (having negative feelings but not expressing them) or harbor-
ing hostility (feeling hostile without expressing it) reflects underlying anger. Re-
gardless of cause, anger is the underlying current (Williams & Williams, 1993;
Smith et al., 1993). Employees who adopt a negative attitude or engage in hostile
actions when they perceive the employment situation to be unfair lose support
and make themselves unnecessarily vulnerable to continued performance declines
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and most certainly to less social support at work (Lepine & VanDyne, 2001; Pear-
son, Anderson, & Porath, 2000).

Anger. Anger is the internal emotion expressed by aggressive external behavior,
which may be either verbal or physical. This emotion is caused by frustration, hos-
tility, and disturbing actions such as insults, injuries, or threats not coming from a
feared source (Williams & Williams, 1993; see also Job Stress Network, 2004). Cyn-
icism, as a behavioral or verbal display of anger, has been found to undermine
the positive effects of interpersonal support to reduce or mitigate the effects of
anger on coronary heart disease (Lepore, 1995).

Effects of anger include increased blood pressure, muscle tension, scowling, teeth
grinding, glaring, clenched fists, chills and shuddering, twitching, choking, flushing
or paling, and numbness. Anger, anxiety, and other negative emotional states are ac-
companied by physiological and behavioral correlates that are counterproductive for
performance, teamwork, and overall job involvement (Tavris, 1989; Williams &
Williams, 1993). Destructive criticism from a manager can trigger anger and become
an organization’s recipe for interpersonal (as well as personal) disaster (Baron, 1998).

Workplace Interventions

A number of corporate programs and approaches support wellness and try to al-
leviate the negative effects of poor job conditions or difficulties that arise from
employees themselves (their values, self-expression at work, and physical condition
as well as their personality, cognitive processes, and emotions). These corporate
efforts include employee assistance programs; diet and exercise programs; net-
working and mentoring programs; diversity programs; stress management, coach-
ing, and feedback programs; and the use of a wellness scorecard. To implement some
of these wellness approaches, management may partner with health care profes-
sionals who work within the organization or as consultants to it. In addition, these
health care professionals may implement Occupational Safety & Health Ad-
ministration (OSHA) standards for employee safety in the workplace, addressing
ergonomics and enforcing accident and injury prevention and reduction inter-
ventions. (Readers interested in these topics should see the OSHA Web site
[www.osha.gov].)

Employee Assistance Programs

An employee assistance program (EAP) is an early intervention strategy involving
individual counseling for both work and personal problems (USDHHS, 2004).
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Individual counseling assists not only employees but also their families with any
personal or work-related difficulties they experience. EAPs were originally estab-
lished in the late 1970s to deal with alcoholism but today provide an array of pri-
vate and confidential services, in addition to substance abuse counseling, to deal
with finances, stress, spousal relocation assistance, and legal needs and to offer
marital and other counseling interventions and referrals (for more information see
International Employees Assistance Professionals Association, 2005).

Employee assistance programs are designed to improve the physical and psy-
chological health of a workforce. Financial savings and increased productivity are
often claimed among the rewards, but there is little research on this topic in field
settings and case studies flood the literature (Klarreich, DiGiuseppe, & DiMattia,
1987). Reviews of EAP research speak to how the stigma associated with such pro-
grams reduces their utilization (French, Dunlap, Roman, & Steel, 1997). Where
individuals are referred by supervisors, rather than by themselves, the EAP be-
comes essentially a tool for management control.

Organizations provide EAP programs to reduce the human and financial
costs derived from employee absenteeism and lateness for work, poor performance,
high turnover, interpersonal frictions, and accidents in the workplace.

EAPs provide

• An independent, confidential, professional general counseling service that is
accessible to all employees and their immediate families.

• Awareness briefings, training programs, and other services tailored to meet the
needs of the client organization.

• Evaluation, in cooperation with the client organization, of the services pro-
vided in order to ensure high-quality services and to obtain data for reports to
the client organization.

Employees can access the services of an EAP in three ways:

• Confidential self-referral. Employees call the EAP provider’s telephone num-
ber confidentially.

• Recommended referral. A supervisor or other manager notices that a subor-
dinate seems to be having problems and encourages the employee to seek as-
sistance through the EAP.

• Mandatory referral. A supervisor or manager identifies work-related behavior
that needs to be addressed and requires EAP counseling, to assist in the cor-
rection process.
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Diet and Exercise Programs

More than thirty-four million Americans are overweight, and despite the popula-
tion’s increasing preoccupation with weight loss, the prevalence of overweight has
increased 25 to 33 percent over the past ten years (Smith & McGhan, 1996). Fur-
thermore, obesity leads to heart disease, this nation’s number one killer, and to a
total disease cost exceeding $39 billion, including $11 billion for diabetes, $22 bil-
lion for cardiovascular disease, $2.4 billion for gall bladder disease, and $1.9 billion
for breast and colon cancer. These health effects are some of the reasons why or-
ganizations should vigorously promote diet and exercise programs.

Organizations implement diet programs by providing cafeterias that offer low-
fat choices and that post nutritional information about food selections and by
stocking snack machines with fruit and reduced-fat snacks. Companies establish
fitness programs for employees by providing in-house gyms and other facilities
and exercise equipment and by encouraging physical sports activities. A survey of
Fortune 500 companies (with nearly 50 percent of companies responding) indi-
cates that 66 percent have or soon plan to have fitness programs (Hollander &
Lengermann, 1988). The most common corporate approach is to offer some form
of on-site exercise facilities (rooms set aside for exercise bikes and treadmills) or
stretching programs (which commonly take place just prior to the beginning of
the workday or during breaks). Unfortunately, due to lack of standardization
across programs and little measurement of program outcomes, it has been diffi-
cult to systematically capture the number of companies pursuing formal diet and
exercise offerings or to estimate their level of success.

Networking and Mentoring Programs

Networking and mentoring are natural ways to deploy support in an organiza-
tional setting. Networks designed to increase social support in the workplace may
involve employees, supervisors, and customers; participants may communicate
through e-mails or one-to-one electronic correspondence, telephone conversa-
tions, archival journals and newsletters, professional meetings, paper mail, voice
mail, chatting in the hallway, lectures and colloquia, job interviews, visits to other
research sites, face-to-face meetings, conferences, seminars, and social events.

Organizations, colleges, and universities may provide mentors who counsel
employees to help them grow personally and professionally. Mentoring programs
may be one-on-one (one mentor working with one mentee), group based (one
mentee working with two or more mentors), or team based (one mentor working
with two or more mentees). Although employees have various potential sources

Organizational Wellness 479

Gorin.c14  2/14/06  9:15 AM  Page 479



of support in the workplace, including peers, coworkers, and subordinates, the
level of trust, openness, and sincerity between mentor and mentee may optimize
the prophylactic aspect of this particular supportive relationship. Mentoring pro-
grams can also be used to break down cultural barriers, foster diversity-friendly
corporate environments, enhance employee commitment, promote teamwork, de-
velop leadership qualities, and cultivate proactivity and creativity ( Johnson, 2002).
The efficacy of mentoring as a mechanism to promote wellness requires focused
attention by researchers and practitioners.

Diversity Programs

Minorities, immigrants, and women constitute more than 50 percent of today’s
workforce. The United States is more ethnically diverse today than it was thirty
years ago (Families and Work Institute, 2002).

Even in a relatively homogeneous society, not everyone is precisely the same.
Employees will differ from each other in educational level, age, parental status,
nationality, or physical attributes. Organizations look at diversity from both in-
ternal and external perspectives. It is particularly advantageous to view diversity
from the customer’s perspective, identifying and understanding the strategic com-
petitive advantage that may be gained (Diamante et al., 1995). Developing diver-
sity initiatives can therefore not only benefit human relations in the company but
also create an advantage in market penetration.

Tactics on how to address diversity in a business context through effective
training are available (Aronson, 2002; Diamante et al., 1995). Inclusion is core to
diversity programs, coupled with business tactics that address competitive sales,
marketing, or operations. Diversity has evolved into a new weapon in the war for
the customer.

That said, there is little empirical evidence supporting the efficacy of diver-
sity training. Applied research in this area is challenging due to variances in pro-
gram characteristics and the elusiveness of outcome measures. Evaluation also
requires that organizations allow an outsider to view a social and organizational
issue that is volatile and sometimes potentially litigious. The National Study of
the Changing Workforce (Families and Work Institute, 2002) conducts research
every five years to get the pulse of workforce dynamics. It has found, for exam-
ple, that men are more accepting of women in the workplace today than at any
other time in the past. In 2002, 40 percent of men believed a woman’s place is in
the home. The job of family work, especially when dual-career couples are stud-
ied, falls on women.

The best diversity programs are developed through a partnership of internal
employees (a diversity steering committee) and an external subject matter expert
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(a diversity consultant and trainer). The better programs have a senior-level ad-
vocate or champion in the organization president or CEO and are supported by
sound research or experts in the field. In addition, weaving in psychological, so-
cial, and information-processing capabilities to evaluate the impact of managing
diversity wisely on business outcomes is a distinct advantage to companies with
these programs (Diamante et al., 1995).

Stress Management, Coaching, and Feedback Programs

Stress management programs teach workers about the nature and sources of
stress, the effects of stress on health, and personal skills to reduce stress. Stress
management training may rapidly reduce stress symptoms such as anxiety and
sleep disturbances; they also have the advantage of being relatively inexpensive
and easy to implement (Ivancevich et al., 1990).

Programs that integrate personal stress management strategies into cultural
change initiatives, communications, action planning, and problem solving are
likely to be most effective in the long term. Programs such as this are not easily
found (or designed) but at times are used to assist with health and wellness and ac-
celerate cultural shifts to support business objectives. Diamante and Hyland (2004),
for example, offer one business case where a well-integrated “resilience” seminar
was used both to convey the meaning of a shift in business strategy and to sup-
port executives in making the shift. The impact of existing stress on executives
was measured using Osipow’s Occupational Stress Index. The lead author of this
chapter, as a consultant, conducted the nationwide series of seminars to senior
management and measured the strain from job design or culture characteristics,
the presence of psychological and physical ailments, and also the extent to which
individuals practiced “healthful” strategies in terms of diet, exercise, cognitive
control, and social support. Although not causal, the data from this study indicated
that culture change hits management hard and that individual variation reflects
differing levels of expertise in self-management under challenging conditions.

Spirituality and Positive Psychology in the Workplace

Spirituality is about meaningfulness in oneself and one’s life works, about finding
purpose in being. It is a basic feeling of “being connected” to oneself, others, and
the entire universe (Mitroff & Denton, 1999; Moyers, 1993). In the workplace,
spirituality is enhanced through bereavement programs, the distribution of well-
ness information, employee assistance programs, work and family balance poli-
cies and programs, and authentic corporate communications about business
operations, missions, competitive threats, and the future of the company. A goal
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of enhancing spirituality also connects the company and its employees to socially
responsible initiatives. For instance, companies may give employees paid time off
to work on community projects or even to take sabbaticals.

Spirituality in the workplace may foster personal stability, a balance between
work and personal life, higher performance expectations, clarification of work’s
meaning, workforce reduction, less interpersonal conflict, and connections be-
tween employees’ personal values and those of the organization. When employees
embrace or view their work as an expression of themselves and their values, it can
unleash previously unrealized potential.

Helping behaviors (work and nonwork related) may confer benefits on both
the individual (who may experience more positive affective states) and the orga-
nization (which may obtain increased commitment and organizational citizen-
ship) (Organ & Ryan, 1995; Jex, Adams, Bachrach, & Sorenson, 2003). There is
some evidence for these observations in the emerging field of positive psychology,

which investigates the linkages between positive human thoughts, actions, beliefs,
and personality and enduring health outcomes (Vaillant, 2000; see Chapter Two).
The field of psychoneuroimmunology also connects the less tangible human ele-
ments of thoughts, actions, beliefs, and personality to immediate and long-term
physical outcomes (Kiecolt-Glaser, McGuire, Robles, & Glaser, 2002). For exam-
ple, influenza and cold viruses may flourish when the immune system is compro-
mised, affecting business through absenteeism, lateness, and possibly decreased
performance on the job.

The benefits of meditation, repetition, relaxation, and reflection are linked
to positive emotional states, feelings of euphoria, and possibly immune system
health and overall wellness (Benson, 1975, 1984; Maier & Laudenslager, 1985).
These elements can be folded into seminars, expanding possibilities for the orga-
nization’s operations and the people that make them happen. Clearly, programs
bringing spirituality, a sense of personal and organizational meaningfulness that
transcends mere job expectations, to the workplace are ripe for research.

Mediation and Litigation Consulting

It has been said that conflict is not negative. It is simply a natural part of living.
Conflict exists between organizations, between organizations and employees, be-
tween employees, and between organizations or employees and customers. Me-
diation, along with arbitration, the shadow trial, the settlement conference, a
private judge or ruling, and the mock jury trial, are forms of alternative dispute
resolution (ADR) mechanisms to resolve conflicts that avoid costly litigation. Me-
diation is a voluntary, confidential, nonnegotiation process in which a neutral third
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party, chosen by both sides, helps both to reach a mutually satisfactory agreement.
Unlike litigation, mediation is not adversarial. A mediator will try to find com-
mon grounds on which an agreement can be based. Therefore the process tends
to reduce antagonism between the parties and allows them to resume their for-
mer relationships (Clarkson, Miller, Jentz, & Cross, 2003).

ADRs exist to save time and money, to protect the parties’ image and morale,
to avoid litigation expenses and time-consuming trials (the process of pretrial con-
ferences, pretrial motions, motions, rulings on motions, discovery, a ruling, and
sometimes appeals, can take years). ADRs allow the parties to discuss their stories
in a less confrontational atmosphere than that of the courtroom.

In the courtroom, specifically, the foregoing research on human dynamics in
organizations finds direct application in the professional service of litigation con-
sulting. Wise counsel capitalizes on research in human capital assessment, inter-
personal dynamics, and organizational culture in order to enable the jury to
reach a desired decision.

Wellness Leadership and Support for 
Continuous Learning and Personal Growth

Overall, healthy organizations implement wellness programs by adopting com-
prehensive health approaches along with solid management practices (Ivance-
vich & Lidwell, 2004). Health promotion in organizations is an integrated,
multidisciplinary challenge. In addition to sponsorship from senior manage-
ment, it requires offering incentives and recognition for healthy behaviors, ac-
tively involving employees and middle management in decisions and change
management, increasing individuals’ sense of control, and building autonomy
into jobs to bring competitive advantage to business operations (Srivastva et al.,
1990).

Healthy organizations support continuous learners, individuals who recog-
nize their own values and priorities and how they want to live and work. Con-
tinuous learners have personal vision and take an active role in the world and
work; they continue to reflect on their experiences in the world (including work);
seek ongoing feedback about the world (including work) and their activities in
it; remain as open as possible to the feedback; and make ongoing adjustments,
based on ongoing feedback, to the way they live their lives and conduct their
work, in order to more closely meet their priorities and values (London, 1992,
1998a). Continuous learning is becoming increasingly critical for digitized or-
ganizations, that is, organizations run in a technology-drenched context em-
ploying technology-focused professionals (London & Diamante, 2002).
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Continuous learning is achieved when managers support a climate where
feedback is freely exchanged, employees have a clear and shared vision of the
organizational goals and values, and employees are sent to seminars or training
programs—most of the time with paid travel and expenses. There is genuine
commitment to growth. A greater commitment to training may be reflected in
the organization’s adoption of 360-degree-feedback programs, leadership de-
velopment activities, assessment centers, internal “universities,” and other pro-
grams targeting self-awareness, interpersonal acumen, or related competencies
that improve productivity by improving the person (London, 1992, 1998b).

The Wellness Scorecard

Continuous improvement at the individual and organization level enables a life-
long approach to business, management, and operations. Realizing that change
is constant, there is no better way to ensure progress than to build a culture around
human development and well-being. A sample wellness scorecard is presented in
Exhibit 14.2 as guidance for building metrics useful for the implementation of and
evaluation of wellness initiatives. Of course, there is nothing more important to
an organization’s bottom line than human capital, so the scorecard makes the
issue of human health and well-being “digestable” to senior management.

The scorecard is easy to customize and can be used on departmental or or-
ganizational levels. Components of the organizational wellness scorecard can be
linked to performance management or evaluation standards and objectives. Using
the tactics on the scorecard collectively builds infrastructure that sustains a cul-
ture—and may drive the culture.

Summary

There are three basic steps to becoming a healthy organization:

1. Examine the risk factors. Organizational strategy must address both job and work-
place factors. Job factors are the physical working conditions, the ergonomic
aspects of a job, the temporal aspects of the workday and tasks, the actual work
content, job autonomy, coworker relations, the quality of supervision, and the
financial or economic aspects. Workplace factors are work climate and culture,
communications, group dynamics that affect decisions, management practices,
leadership, labor management relations, existing workplace health promotion,
and occupational health and safety activities. Organizational health scans, we
predict, will become commonplace as health care cost reduction becomes
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EXHIBIT 14.2. SAMPLE ORGANIZATIONAL WELLNESS SCORECARD.

Rate each of the following elements in terms of the extent to which you see evidence that
the company truly values them. Respond to each element with Yes or No.

Management Practices
1. Management instills a sense of inspiration.

2. Managers are focused on expanding themselves in entrepreneurial, creative ways to
sustain competitive business advantage, while also journeying on an internally expansive
path uncovering self and interpersonal insights.

3. Employees are provided multiple pathways to address professional and personal needs.

4. Management controls focus on business outcomes (rather than compliance behaviors).

5. Internal competition is avoided so that the focus can be on beating the competition,
mastery learning, or the creation of mutually beneficial objectives.

Work Itself
1. Jobs promote a sense of meaningfulness.

2. Performance evaluation reflects genuine, valuable business outcomes.

3. Roles and responsibilities are clear.

4. Redundant or repetitive tasks are softened by the use of shifts, cognitive or physical
breaks, and other ways of countering the ill effects of repetition.

5. Employee assessments reflect appreciation for the competencies needed by the business
in relation to individuals’ need to “express themselves” (knowledge, skills, abilities, per-
sonal characteristics, and interests).

Environment and Safety
1. Occupational health and safety standards are adhered to, trained against, and monitored.

2. Menu-driven benefit plans are implemented.

3. Employee assistance programs are integrated into the employee’s day.

4. Employees are rewarded for identifying problems.

5. Active evaluations are conducted to improve the physical workplace.

Culture
1. The workforce participates in goal setting and gets a response from leadership.

2. Organizational deeds exemplify altruism.

3. The organization is designed to optimize user or consumer experiences at all points of
the trade cycle.

4. Structure, rules, and policy are understood to be impermanent mechanisms, open to
change or transformation when market demands dictate.

5. Conflict is managed to drive creativity and experimentation and to fuel curiosity aimed
toward mutual, valuable business goals.

Gorin.c14  2/14/06  9:15 AM  Page 485



486 Health Promotion in Practice

EXHIBIT 14.2. SAMPLE ORGANIZATIONAL WELLNESS SCORECARD, Cont’d.

Workforce Development
1. Stress management programs exist or are available.

2. Management workshops link personal and professional well-being.

3. Career paths, mentoring, supportive networks, customized educational programs, self-
management workshops, and other connective mechanisms guard against isolation and
loneliness and offer nurturance, social support, and other psychosocial elements that
affect behavior.

4. Newcomer orientation establishes and aligns business goal expectations and cultural
openness and adaptation.

5. Self-learning is separated from formal performance evaluation so that personnel deci-
sions can reflect human potential and not merely performance in a given job.

Communication
1. The state of the business is communicated enterprise-wide, strategically.

2. Shifts in business strategy are accompanied by town hall meetings or localized
communication.

3. Progress is measured and communicated within relevant teams and across teams that
work together indirectly.

4. Bottom-up feedback mechanisms enable leaders to remain in the know.

5. The workforce feels free to express contrary viewpoints.

Leadership
1. Leadership monitors “bottom-line” (nonactuarial) indices of organizational perfor-

mance—(a) voluntary turnover, (b) medical costs associated with stress-related disorders,
and (c) costs of mismanaged conflict (litigation, stalled projects, slow implementation,
failure to enhance product functionality, incongruent user or consumer experiences, lack
of innovation)—gauging the human “cost” of profitability.

2. Executives lead by displaying balanced or holistic lifestyles, demonstrating the need to
attend to human and social needs.

3. There are linkages between executives and greater goods in terms of their community
involvement or roles in other, larger-than-oneself efforts.

4. The social construction of the organization optimizes technology that meets human and
organizational needs.

5. The annual report speaks to intangible assets, to educating stakeholders, and to meeting
investor expectations for wise growth through balanced management that mitigates risk
to people and profit.

Scoring
This organizational wellness scorecard consists of a total of thirty-five (35) items, divided into
seven (7) categories. The scorecard can be used to identify problem areas; compare percep-
tions of managers, departments, or levels; and accelerate the efficacy of strategic planning
sessions. A yes scores 1 point, and a no scores 0 points:
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essential. Practical checklists, organizational surveys, or other metrics with a
list of “healthy ingredients” can be easily assembled, and managers can be held
accountable for identifying deficiencies and acting on them. Indeed, this tactic
of measurement, analysis, feedback, and action planning is routine in organi-
zation development practice. Over time, individual organizations can track their
progress, compare departments, and indeed, embark on research of their own
to identify the ingredients that appear most beneficial to morale and produc-
tivity. Perhaps in time, organizations can share their findings, creating a “Health
Fortune” database useful to business executives, health practitioners, policy mak-
ers, and researchers committed to continuously improving the workplace.

2. Zero in on desired outcomes. Such outcomes can include improved individual
health, return on investments, reduced litigation, reduced absenteeism, higher
job work performance, and greater satisfaction among customers. Start with
customer or client impact; keep everything aligned with customer or client
expectations.

Organizational Wellness 487

EXHIBIT 14.2. SAMPLE ORGANIZATIONAL WELLNESS SCORECARD, Cont’d.

Score Interpretation

25–35 Healthy Workplace

This workplace shows support for human and financial concerns. Wisely, the 
culture strengthens itself by valuing not only what the business does but how it
does it. There is an understanding that enables integration between human and
business requirements when establishing goals, methods, and results. The quality 
of management is top tier, and there is a constant focus on growth—for people
and services or profit.

14–24 Diminished Health Workplace

An organizational environment that is torn in its desire to integrate organizational
and human requirements. At times there is hope that integration of human and
organizational needs is on the horizon, yet at other times this seems impossible.
Strain, conflict, insecurity, and stress are unnecessarily pressing upon organizational
execution—slowing things down, complicating operations, and placing strategy at
risk. Policies and programs appear supportive of human concerns, but these initia-
tives are viewed as window treatments. Management talks a good game but likely
does not walk the walk. Long-term organizational growth is at risk.

1–13 Unhealthy Workplace

An environment that is overly focused on generating organizational outcomes and
is myopic about how such outcomes materialize. Human capital is viewed as a fun-
gible asset. There is little or no thought given to optimizing human performance—
other than establishing, expecting, and measuring organizational results. This is a
short-term game—growth, if it occurs, is not sustainable.
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3. Unleash health tactics. Finally, identify the actions required to address underlying
factors that threaten the achievement of desired outcomes. These actions
are the aforementioned wellness programs, such as employee assistance pro-
grams; stress management programs; mentoring, conflict resolution, and di-
versity programs; diet and exercise programs; and customized programs to
tackle special issues such as anger, hostility, and other emotions. Teach self-
management so that personal accountability for individual wellness is high and
incorporate spirituality (in terms of altruism, giving, community work, teach-
ing and training, social responsibility, or faith-based, optional meditative op-
portunities) to compensate for leadership shortcomings. Encourage career
development and continuous learning and build work and life balance plans
that are customer-centric and valued by a culture equally driven to ensure that
both people and profit grow. (Exhibit 14.3 on page 493 displays helpful re-
sources supplemental to the references.)
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Development is a dynamic lifelong process that by its nature is never complete.
Transformative and evolving, it occurs within the context of every individ-

ual, family, group, and community as they interact with their environments and
culture.

Development of the self is characterized by complexity and interaction, and
often experienced with difficulty. In human development both healthy and un-
healthy patterns are expressed. Families, groups, and communities also have their
own developmental courses and dynamics, with the individual as the essential el-
ement of all these systems. Among the various systems with which the individual
affiliates and in which the individual is nurtured, the family is surely the most sig-
nificant. The support of families and the promotion of healthy family life are es-
sential to self-development. Likewise, families and groups, with which individuals
affiliate, are the essential building blocks of the community.

Families prepare their members to move into the outside world and to func-
tion beyond the familiar relationships within the family system. Yet families are
often at risk and inadequately prepared or unable to endow their members with
needed survival skills. Individuals who suffer from the absence of family unity and
sustenance may find themselves isolated, alienated, and poorly prepared to enter
and find successful ties to larger systems. These are overwhelming obstacles that
thwart the development of healthy families and hence the developing self. Some
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individuals may also emerge from families where sustenance is unavailable with
unexpected strengths and capacities.

Groups provide opportunities for people to affiliate through common goals, find
support, accomplish various tasks, and realize values and beliefs. Groups may be,
for example, schools, places of worship, social and political organizations, self-help
entities, volunteer and service efforts, or professional and work-related organizations.
Group work supports and extends personal development by providing a context in
which group members gain new information, validation, insight, and assistance
through their participation. The group becomes the context in which change and
growth can occur. Groups also have identities of their own, which members reflect.
Group mind, a phenomenon expressing shared ways of thinking, can be a powerful
positive or negative force as individuals lose their personal identity and gain a shared
identity.

Communities, the larger systems in which individuals, families, and groups
interact, reflect and create a life force. Communities are composed of people and
resources in interaction. A community depleted of resources cannot sustain its mem-
bers and will not flourish. Communities have histories of their own, to which
members contribute. Communities provide systems in which members can live,
work, play, travel, learn, and feel safe. Never static, communities are always evolv-
ing and changing in demographics, systems of safety, education and health care,
cultural influences, political factors, housing options, and recreational resources.

Development is context based, multidimensional, nonstatic, and process ori-
ented (Leadbeater, Schellenbach, Maton, & Dodgen, 2004). Social, cultural, and
historical contexts are influences that profoundly affect the development of indi-
viduals, families, groups, and communities.

Individual Development

Development of the individual is a gradually unfolding, dynamic process. No one
theory has been constructed to encompass all aspects of growth. Theorists, as they
strive to build frames of reference in which to order and interpret the facts and
patterns of human development, differ in their views about the origin of behavior.
Points of view based on the philosophies of John Locke (1964) and Jean-Jacques
Rousseau (Boyd, 1962), such as nature versus nurture and heredity versus envi-
ronment, continue to influence thinking and theory formation regarding individ-
ual development. The notion of self-generativity, the individual’s ability to actively
shape the self within the context of heredity and environment, has influenced de-
velopmental thinking (Schuster & Ashburn, 1992). More recently, development
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also has been considered within the context of culture (Coll & Magnuson, 2000).
Resilience as a construct is shaping current research on human development
(Glantz & Sloboda, 1999; Kaplan, 1999; Luthar & Zelazo, 2003; Masten, 2001;
Rutter, 2000; Walsh, 2003). An awareness of disparity has also contributed greatly
to an understanding of thwarted and limited development and unequal potential
(Masten, 1999; U.S. Department of Health and Human Services, 2000; Gebbie,
Rosenstock, & Hernandez, 2003). The field of genetics is revolutionizing think-
ing about the limitations and potentials of the human being and providing op-
tions for preventing and ameliorating conditions previously considered untreatable
(Rutter, 1994).

Beginning with conception and ending with death, the development of the
individual evolves over a lifetime. The first theorist to build upon the psychody-
namic view of development postulated by Sigmund Freud (1935) was Erik Erik-
son (1963), who extended this theory to cover the life span of the individual.
Erikson (1963) identified eight stages of development, each posing an essential
task for growth. In each task are opposing dispositions that must be brought into
balance for the individual to achieve the basic and necessary strength to move
ahead. Erikson viewed each stage, or step, as a potential crisis (that is, a turning
point or crucial period of vulnerability and potential) and as “the ontogenetic
source of generational strength and maladjustment” (Erikson, 1968, p. 96).

Erikson proposed that development itself is an orderly process that is deter-
mined biologically and occurs within the context of family and community. He
described the healthy individual as one who actively masters the environment,
demonstrates a unified personality, and is able to perceive the self accurately in
the world (Erikson, 1968). Personality, therefore, can be said to develop accord-
ing to the steps predetermined in the human organism’s readiness to be driven to-
ward, to be aware of, and to interact with a widening radius of significant
individuals and institutions (Erikson, 1968). The body of Erikson’s work, which
evolved over his lifetime, has significantly shaped the contemporary portrayal of
human development as complex and psychobiological, an interactive process oc-
curring across the life course. His framework set the stage for other theorists to
postulate from his monumental contributions.

Robert Havighurst (1972), who was greatly influenced by Erikson’s (1963) the-
ory of psychosocial development, identified tasks crucial to the individual’s growth.
According to Havighurst, developmental tasks arise within certain time periods
in an individual’s life. Successful completion of these life phase tasks leads to sat-
isfaction and future success, whereas failure leads to unhappiness, lack of future
achievement, and ultimate social disapproval. Havighurst postulated that all
human beings demonstrate a readiness to master life phase–related tasks, and that
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this readiness is based on a unique confluence of physical, psychological, and so-
cial factors. Havighurst proposed that development is a cognitive learning process.
Tasks develop out of a combination of pressures arising from physical develop-
ment, cultural expectations, and individual values and goals. He postulated the oc-
currence of teachable moments, when a special sensitivity or readiness to learn a task
arises from a unique combination of physical, social, and psychic preparedness.

Many other theorists have contributed to an understanding of development in
highly specific areas and during defined time periods. Piaget’s seminal work in the
study of cognition (Piaget, 1963; Piaget & Inhelder, 1969); Chess and Thomas’s
(1986) and Kagan’s (1984, 1989) studies of temperamental patterns in young chil-
dren; Gilligan’s (1984) extensive research on gender-specific developmental issues;
Piaget’s (1965), Kohlberg’s (1981), Gilligan’s (1986), and Coles’s (1997) contributions
to an understanding of moral development; Maslow’s (1968) description of self-ac-
tualization; and Rutter’s (1994) exploration of turning points all address areas of de-
velopment that significantly influence the health and well-being of the individual.

Identifying and analyzing the process of individual development is challeng-
ing. Many forces contribute to a healthy developmental process. Among these are
genetic, physiological, physical, emotional, social, cultural, moral, and spiritual
factors that, taken together, form the dimensions of the self. Genetic influences
predetermine the potential for health, illness, disability, and death. Patterns of
family risk for illness are found in the repeated incidence of health problems from
one generation to the next. The profound impact of intergenerational transmis-
sion on human growth and development is being realized as genetic research ad-
vances (Rutter, 2000).

The idea that persons are whole beings and therefore must be perceived holis-
tically runs counter to the notion that the individual can be reduced to compo-
nent parts for analysis. When examining the parts, the health care professional
must be mindful that this vantage point is necessarily myopic. This microscopic
view must be mediated by the more expansive perspective of the whole system,
but the holistic perspective is difficult to substantiate because of the lack of holis-
tic indicators. It is possible to understand the smallest unit of human matter in all
its intricacies, yet it is impossible to fully comprehend a particular human action.
The whole being is also difficult to comprehend; therefore parameters are set as
a reference range. Hence blood values for human biochemistry have been deter-
mined, just as patterns for behavior, termed milestones, have become markers for
human development. Outliers, even though falling beyond the parameters set, are
recognized for the uniqueness of their individual patterns. Each person is appre-
ciated for the extent to which he or she manifests individuality while expressing
shared characteristics with other human beings.
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The trajectories of human development and of psychopathology have largely
been understood as separate, antithetical processes; one is perceived as support-
ing growth and the other as thwarting growth. As a result, these patterns of be-
havior have been viewed from different perspectives, as though the origins of
healthy growth and development were unrelated to the roots of pathology. How-
ever, development can no longer be viewed from this dichotomous perspective.
Rather, development is a process profoundly influenced by the experience of loss.
Myriad losses are enfolded and shape the individual in an unfolding of vulnera-
bility, strength, and insight. Likewise, interaction is ongoing with forces found in
the context of living, including family dynamics, community and environmental
phenomena, cultural nuances, and societal demands. It is in moving through the
continuum of life that emotions and behaviors emerge, which can be both health
promoting and health depleting. In many cases they are both. Development re-
sults from the interplay of these forces. Resilience supports both healthy growth
as well as the capacity to emerge from and with pathology. Surely, the ability to
persevere in adversity and to survive despite horrific losses illustrates the resilient
self. Resilience then may fuel development and therefore life itself.

How development evolves from conception to death has been well explicated
in the human growth and development literature (Erikson, 1963; Havighurst,
1972; Maslow, 1968; Schuster & Ashburn, 1992). Underlying the concept of
growth is the idea of a life span that traverses the life process and extends to death.
No individual is guaranteed long life, but each person has a lifetime. For some the
lifetime is quite limited. Prenatal, infant, and child death (Arnold & Gemma, 1994)
are exquisitely painful losses that deepen our respect for the realization that life-
times can be short. With this realization comes the awareness that each life, re-
gardless of its length, is significant and affects the ever expanding circles of others
connected to it.

It is anticipated that between the years 2000 and 2050, the shape of the pop-
ulation of the United States will become increasingly rectangular, reflecting the
increasing numbers of elderly. It is also anticipated that by the year 2045, 95 per-
cent of all deaths will occur between the ages of seventy-seven and ninety-three,
with the average age of death being somewhere around eighty-five years (Schaie
& Willis, 2002). The growth of an aging population calls not only for a new ori-
entation to aged individuals and their development but also a new recognition of
their contributions to family, group, and community life. When all ages are wel-
comed into the fabric of life, the weave becomes a healthier one (Pipher, 1999).
Elders continue to contribute to the workforce as well as becoming sage advisers
and mentors, teaching from the perspective of wisdom and experience. Further,
retirement can be a dynamic time for fulfilling and exploring a multiplicity of in-
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terests. For those elders who are disabled or ill, this period of diminished health
poses challenges in care and cost for an extended period of time. The accrued loss
is felt by families, communities, and health institutions. Discussions of these pop-
ulation changes are under way at the federal level to reconfigure national guide-
lines for Social Security and insurance benefits and to accommodate an aging and
graying workforce.

The individual develops and is nurtured in relationships throughout life; these
relationships are critical to survival and growth. The infant is a competent and
multitalented human being who is dependent on parents and other caregivers for
existence. In the earliest phases of development the infant depends on the care-
giver for nurture and safety, but as development proceeds the child grows in in-
dependent competencies and becomes more able to sustain the self. In addition,
the child’s connections to others are expanded beyond the immediate caregivers to
significant others, from whom the child also derives nurturance. As growth con-
tinues, the individual enters into interdependent relationships and into a dynamic
exchange, balancing need and want, as the recipient as well as the provider. With
aging, individuals may be able to develop through disconnections and solitude as
significant persons and support systems die, allowing new growth through mem-
ory and reminiscence. As throughout the life span, the enfolding of loss becomes
a determining influence in development.

Family Development

A family, or cluster of persons living with and relating to one another, is the es-
sential unit in which development occurs. Families grow and diminish as mem-
bers are born or adopted, move away, and die. Families move through stages of
development as the configurations and relationships among members change and
grow and withstand and rebound from disruptive life challenges (Carter &
McGoldrick, 1999; Walsh, 1998). A family is a system that challenges and nur-
tures the individual and provides the context that supports the healthy develop-
ment of its members. A family is both a source of strength as well as a source of
stress (Fogarty, 1985). Families may be described in many ways, as biological fam-
ilies, adoptive families, kinship networks, and families of choice (Weston, 1991).

Families influence development through the nature and consistency of sup-
port given to their members. When a family is depleted of its own resources, mem-
bers’ needs may be unmet unless alternate sources of support outside the fam-
ily system can be located. A family milieu provides a source of give and take, and
members quickly learn the capacities of a family to respond to their needs. The
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exchanges among members can be viewed as much like the steps of a dance, as
members come together and then pull apart in an effort to connect with and to
disengage from each other (Haley, 1980). Family life is a profound determinant of
self-development; each member is affected individually by the myriad factors and
forces found in a family.

Each family is held together by ties of history and experience that bind the
members to each other and to the family as a whole (Carter & McGoldrick, 1999).
Family ties are deep and long lasting, regardless of the stress and strife within the
unit, and they influence the development of family members. Each family has a
unique history, which traverses multigenerational family life cycles (Gerson, 1995;
Leadbeater et al., 2004). Family history influences not only family values and be-
liefs but also the health potential of each member, as generational patterns are
transmitted from one to the next.

Functional families tend to operate as open systems (Bowen, 1978). The
boundaries that identify and define the family allow for mutual exchanges with
the larger environment of the community and society. The boundaries also reg-
ulate input and output by filtering the amount and type of interchange with the
environment. This kind of system regulation provides stability and enables the
members of the family to experience constancy and predictable patterns, which
facilitates a sense of security. Members derive satisfaction from the safety net pro-
vided by the family unit’s ability to navigate its way through the daily challenges of
family and community life. A family that adheres to its values and beliefs while
also exhibiting flexibility provides a dependable structure for its members.

Families are the primary educators of their members. Families prepare their
members to move outside the family system yet remain connected to it. They
teach their members survival skills, including norms, values, roles, and communi-
cation and decision-making patterns. In addition, the transmission of family his-
tory and traditions, culture, religion, and spirituality provides members with a
strong sense of family beliefs. It is the family belief system that provides the frame-
work for the moral, ethical, and spiritual aspects of self-development.

The family tends to be goal directed, with its goals transmitted through the
family’s actions and efforts. Additionally, individual members learn to estab-
lish goals that may be self-enhancing, and they hope, attainable. Among these
are goals related to health. The health patterns, behavioral choices, and coping
strategies of the family are transmitted. Members may exhibit this learning in
behaviors that are health enhancing and health depleting. The outcomes are
often unpredictable.

Family roles and expectations contribute to the identities of individual mem-
bers (Walsh, 1989) and are often carried on in contexts and relationships outside
the family of origin. Roles are the expected behaviors that members assume to
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support the functions of the family. Roles permit orderly social interaction as well
as balance and stability in the family. Roles that are flexible and reciprocal allow
for growth, whereas roles that limit transactions and bind members to fixed be-
haviors limit growth and personal development.

Family communication patterns provide the foundation for the individual
member to relate to others in the family and to the world. When communication
is functional, the receiver gets the message that the sender intended. The family
member is able to state his or her case; clarify and qualify the meaning of the mes-
sage; ask for feedback; exhibit receptivity to the feedback; and accept responsi-
bility for personal thoughts, feelings, and actions. Communication becomes a
mutual process when clarity is the aim. Effective communication skills will sup-
port the member in all interactions and broaden the opportunities for gaining
social support and a network of significant others (Watzlawick, 1978). Commu-
nication patterns that block, confuse, or manipulate limit authentic interactions
with others and result in social distortion, alienation, and lack of support, thereby
reducing the chances of maintaining a social network.

Family norms provide the developing self with rules that guide and regulate
family behavior, whereas family values inculcate the inner convictions of what is
right and wrong, good and bad, and desirable and undesirable. These family dy-
namics provide the developing self with guidelines to follow in deciphering the ex-
ternal world, evaluating the behavior of others, and reacting to observed behavior.
A family also conveys values and beliefs concerning health and illness to its individ-
ual members. These shape the way the individual perceives and values health and its
promotion. If the prospect for health is constrained by a lack of expectation for well-
being, the individual will have an image of positive health as unattainable.

Family decision-making patterns provide skills in negotiating and methods for
finding agreement on and demonstrating a commitment to a particular course of
action (Minuchin, 1974). Families that allow issues to be processed and that ar-
rive at decisions by consensus provide a rich foundation for their members in this
area of skill development. Families that decide through compromise, a unilateral
decision, or indecision confine the individual to giving in to others, rather than
gaining from the perspective of others and the reformulation of personal thoughts.
Effective decision making enables the individual to make choices about health and
health care, thus fostering the development of the healthy self.

Self-care rests in the ability of individuals to meet their own needs, maximize
their personal strengths, and become autonomous. The family supports the indi-
vidual’s development of personal boundaries and achievement of separation in
order to become a distinct self (Minuchin & Nichols, 1993). Self-care enables
members to identify and seek their own health agendas. Individuals possess per-
sonal health strengths that assist in dealing with health-depleting threats. The
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individual who learns dependency rather than self-care is more likely to turn con-
trol over to health care professionals rather than to negotiate and participate ac-
tively in decisions about health.

Evelyn Millis Duvall (1985) focused on family as a dynamic system whose in-
dividual members progress developmentally. Changes in one member necessitate
changes in others and most certainly in the entire family system. Duvall maintains
that as families develop, responsibilities remain constant but the focus shifts ac-
cording to the specific stages. Duvall (1985) looks at the dynamics of development
occurring in stages across the life span of a family. Each stage presents opportu-
nities for individual members and families to make decisions, act on readiness,
grow, and change.

A family provides an important context in which individuals learn and grow;
a family is generally the primary context for individual development. A family
nurtures and educates its members, providing a vital system of support that is
identifiable by its own style and integrity. A family is also a stressful social and
emotional system. Development is supported and thwarted as the family and its
members interrelate. Family dynamics affect family members’ development and
prepare members for the larger world.

Group Development

Groups have their own organizational structures and dynamics. Individuals affil-
iate with myriad groups throughout their lives and grow and develop through and
in these group relationships. Groups have identities of their own that significantly
influence not only their members but also the larger circle of the community.
Groups are a rich resource for individuals, families, and communities. Groups vary
according to their intended purpose, style of leadership, phase of development,
longevity, and interactional patterns. Each group is unique and balances the needs
of its individual members with the group’s own particular focus (Clark, 1994).

Groups may be informal or formal in their organization, depending on the
type of the group and its leadership process. Friendships and a variety of other
affiliations result as individuals bond together and form groups. These informal
groupings may last throughout a lifetime or may be connected to developmental
phases or purposefully short-lived goals. Groups serve to foster development be-
yond the family and to strengthen connections to schools, agencies, religious in-
stitutions, and other persons in the community. They protect against isolation and
enable individuals to identify special interests and skills.

There are at least four types of formal groups: task, teaching, support, and
psychotherapy. A task group focuses on the accomplishment of a given task 
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and emphasizes decision making and problem solving. In most task groups there
is pressure to complete the goal in an allocated time period, with the outcome
being key. Examples of task groups include parent-teacher associations, commit-
tees to form a library, and volunteer community service groups. A teaching group
is concerned with the processing of information and the teaching-learning ex-
change. Teaching groups abound and include scouting organizations, 4-H clubs,
and health education groups. Support groups, which are commonplace in most
communities, assist their members in dealing with emotional stress and focus on
the expression of thoughts and feelings. These groups may be self-help or led by
professionals. Support groups include Alcoholics Anonymous and Al-Anon, be-
reavement groups, and coalitions such as the National Alliance for the Mentally
Ill (NAMI). Psychotherapy groups deal with intrapersonal and interpersonal as-
pects of personality (Ormont, 1992; Yalom, 1995). Psychotherapy groups may
subscribe to a particular psychological theory or paradigm. These groups serve
persons with diverse needs, such as families, partners, children, and those with
common psychiatric problems.

Leadership is established within groups and may be shared among the mem-
bers or may reside with a particular leader, either someone identified by the group
or someone who emerges from the group. The style of leadership will differ with
the type of group and will shift within each group as the process unfolds. When
leadership is directed by an identified leader, it is considered authoritarian, or leader
centered. When leadership is shared, the style is considered democratic, or group
oriented. When less active, the leadership style is thought of as laissez-faire; in this
case, consultation may be offered and information provided at timely interludes,
with fewer actions expected from the leader.

Groups, being living systems, have a life span. Some groups may be inten-
tionally short lived, whereas others may extend for months or years. Longevity in-
fluences the development of a group. Some groups may exist for a particular
purpose and meet only once. Other groups may unfold and grow into different
types for other purposes, taking on new form over time because of members’
changing needs. Groups generally begin with an orientation phase in which com-
mon issues are discussed: namely, identity; control and power; the balancing of in-
dividual needs with group needs; and finally, acceptance and intimacy. Each of
these issues is revisited again and again as the group develops. For the group to
move into a working phase, many of these issues must be dealt with and assump-
tions stated so that members are clear about what the group stands for and what
they believe. To arrive at the working phase, the group members must learn to work
together cooperatively toward the intended purpose by accomplishing a given task,
imparting knowledge, gaining support, or enabling intrapsychic analysis. As groups
move toward termination, they evaluate and summarize the group experience.
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A group is characterized by its purpose and dynamics, which include com-
munication, conflict, decision making, bonding, and role identification; it is influ-
enced by the individual members who compose the group as well as by forces
outside the group that impinge on its development. Communication within a
group occurs not only through what is said but also through behaviors, including
body language and tone of voice (Watzlawick, 1978). Tension and anxiety exist
in every group and reflect unexplained feelings of discomfort, especially when
members’ expectations are not being met. Conflict is a normal and necessary group
dynamic that signifies opposing forces within a group. Conflict may be restricted
to individual members, occur in subgroups, or take place for the entire group.
Subgroups are subsystems of a group. These subgroups, referred to as coalitions,
may occur when individual needs supersede the group’s purpose so that small
groups or pairs within the group compete and split off from the group as a whole
(Yalom, 1995). Decision making is another important process in every group.
Groups can make decisions through consensus (when all members agree), through
accommodation (when members come to agreement through compromise), or
through a de facto process (when members simply lack dissent). Groups make de-
cisions and carry out their intended purpose with a strong orientation to shared
norms, which are the rules that govern group behavior. Another dynamic, group
bonding, creates a sense of belonging to something beyond the self and thus helps
create the group’s own identity. Cohesiveness, the attraction of group members
for each other, is necessary for bonding to occur. Members of groups also expe-
rience role identification. Roles are expected behaviors of members. Members
generally assume task roles, which help the group function through the accom-
plishment of group goals, or maintenance roles, which serve to keep members
connected to each other and to keep the group functioning. In addition to these
healthy roles, there are self-serving roles that impede group process. These anti-
group roles (such as aggressor, blocker, recognition-seeker, self-confessor, help-
seeker) serve the individual at the expense of the group. Finally, a pervasive
destructive force found in some groups is apathy. Apathy is characterized by in-
difference and boredom in members and prevents the group from being able to
mobilize energy to continue.

Community Development

The community consists of the wider circles of interaction that support the fam-
ily, other groups, and individual members. The community supports the tangible
resources that individuals use to grow and develop beyond the family and groups.
These resources include schools, houses of worship, recreational facilities, health
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and social services, communication networks, safety and protective agencies, trans-
portation systems, and political and economic structures (Anderson & McFarlane,
2004). Each community has its own particular identity and style of leadership
(Warren, 1977; Loomis, 1957). Communities provide the broader context of liv-
ing in which individuals, families, and groups may learn to become consumers
and participants.

A community refers to “people in the context of their environment as they
continuously interact with each other and the environment” (Arnold, 1998,
p. 107). Communities can be viewed from a variety of perspectives in order to
gain a fuller understanding of the nature of the community and the interactions
that characterize it. A simple way to look at a community is through its structure
and function. The structure of a community includes the persons who compose
it and its physical characteristics. The function of a community includes the use
of community resources by its members and the linkages between persons and re-
sources. Other definitions of a community relate to the alignment or misalign-
ment of resources and the nature of relationships within it (Loomis, 1957).
Typologies (Warren, 1977) of community life have described the nature of com-
munity leadership, cohesiveness, self-sufficiency, and ties to the larger society. Com-
munities can also be understood by their functional capacities, the things they
provide, such as space utilization, livelihood, protection, education, participation,
productivity, and linkages to other systems (Higgs & Gustafson, 1985).

Communities, like groups, are formed by affiliations as persons come together
through something they have in common, which may be a geographic locale, an
economic similarity, or a shared culture or value system. Some communities are
created through membership or common experiences or causes. Communities are
capable of self-care through effective partnerships (Anderson & McFarlane, 2004)
or alliances (Klainberg, Holzemer, Leonard, & Arnold, 1998). Communities also
possess capacities that enable them to be the providers of care and nurture for
their members. Communities, to a great extent, define themselves. Each commu-
nity forms its own image that is appreciative of its unique components, including
the population of the community and its resources, culture, economics, and ge-
ography. A community is a system that develops and grows through the interac-
tion of these component forces.

Within the community context, individuals and families develop and grow.
The community provides multiple opportunities for socialization; the individual
relates to neighbors, makes friendships, and forms acquaintances through routine
tasks such as food shopping and obtaining necessary services. Through these tasks
the individual becomes known and is afforded opportunities to participate in com-
munity life. Commitments, such as volunteering at the local hospital, fire depart-
ment, library, or athletic events, enable the individual and the family to develop
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larger networks for socialization and to develop and use skills that may assist oth-
ers and deepen involvement in the life of the community. Development is also fos-
tered by the ability of individuals to locate work and earn a living within the
community context. Working provides the individual with a means of livelihood
and the ability to support an independent lifestyle. Development of self through
work or professional identity expands the defining qualities of the person and fos-
ters role assumption. The community, by providing the context for livelihood
through employment, establishes an economic foundation to support services.
“Both strengths and adversities must be examined from an ecological perspective,
which places individuals, families, and communities in context. That context in-
cludes multiple systems, institutions, and environments that, interdependently,
both affect people and are affected by them” (Perkins, Crim, Silberman, & Brown,
2004, p. 322).

The community is an educator, informing its members about resources and
support systems that promote development (Werner, 2000). The community can
protect its members through its resources, individuals, families, and social agencies.
These protective factors nurture and support resilience, as illustrated in an excerpt
from Jonathan Kozol’s work. Kozol (1995), writing of children living in the crime-
and drug-ridden community of Mott Haven in the South Bronx, describes
Anthony, a bright, reflective twelve-year-old who presents himself as a “writer of
novels.” Befriended by the pastor of his community church, Anthony is introduced
to Juan Castro, a poet and true intellectual who has lived in the South Bronx for
more than fifty years, writing, teaching, and translating the works of Milton into
Spanish. Under the protective wing of Castro, Anthony’s image of himself as a
writer is nurtured. He brings his work to Castro, who reads it carefully, responds
to it, and introduces Anthony to the great writers and poets of the Western world.
Castro said to Kozol: “The solitary figure of this child touches me tremendously.
His mentality, as you have noticed, is not organized and that is part of his attrac-
tion. When he rings my bell, it pleases me. He reminds me by his earnestness of
Don Quixote. He told me once, ‘If I could not write, I would go crazy.’ Children
long for this—a voice, a way of being heard—but many sense that there is no one
in the world to hear their words, so they are drawn to ways of malice” (p. 239).

Anthony is a rare child whose spirit and talent are nurtured by a significant
adult in his community. Kozol describes this situation as a “little miracle” that hap-
pens infrequently as certain children create safe spaces for themselves that help them
transcend the dreariness and danger of their lives (Kozol, 1995). These safe spaces
can be filled with teachers, clergy, caregivers, and neighbors within a community
who offer nurture and protection to the child with hopes and dreams, in the absence
of family or family support. The nurture, protection, and support of a community
can foster resilience and be life saving for both individuals and families.
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Some communities are depleted of resources and have little to offer their
members. Increased crime, limited services, insufficient leadership, and natural
disasters contribute to the demise of communities. Withdrawal of government
funding and private investment drains communities of the means to support ser-
vices for members, thereby abandoning them. As publicly funded health and so-
cial services diminish and the public health infrastructure disappears, communities
are at great risk. Communities may become so depleted and chaotic that mem-
bers cannot access even limited services. Persons who live in poverty, homeless-
ness, and chronic illness and disability, as well as recently arrived immigrant
populations, are severely affected by the lack of community supports for individ-
uals and families. Communities also become alienated from their members when
they lose their unique flavors or identities, giving way to large, impersonal com-
mercial areas.

The community’s development is influenced by the availability of resources
beyond it as well as by the needs and contributions of families and individuals
within it (Earls & Buka, 2000). Harrison-Hale, McLoyd, and Smedley (2004) ex-
plore factors such as support from extended families, racial and ethnic socialization
practices, and religion as protective factors—factors that facilitate positive out-
comes among children, youths, families, and communities of color—and recom-
mend policies to improve resilient outcomes among individuals in ethnic minority
communities. “These include policies that enhance personal skills through exist-
ing institutions, strengthen family supports, and build the social capital of com-
munities” (Harrison-Hale et al., 2004, p. 269).

Communities form, grow, die, or transform as their members and institutions
change. There is potential in communities for transformation. For instance, sur-
viving agencies and organized groups in communities depleted of most resources
often open their doors to serve community needs. For example, a local house of
worship may temporarily house a vulnerable member of the community and then
become a shelter as the need grows and others seek assistance. In many commu-
nities, non–health care agencies and groups of individuals and families united by
common bonds are extending their missions and boundaries and are becoming
the community’s social service agencies.

Vulnerabilities and Risks

The complex and dynamic process of development begins at conception and
ends at death; a convergence of factors and events affects development along this
trajectory. These factors and events include genetic, physiological, and intraper-
sonal factors; interpersonal connections; societal patterns; cultural traditions and
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variations; and the occurrence of significant life events and stressors. Separately
and in combination, these factors and events may adversely affect development,
contributing to vulnerability that thwarts potential (Garmezy, 1993; Luthar &
Zelazo, 2003).

Recent advances in the complex and evolving field of genetics (Rutter, 2000)
reveal linkages between specific genes or genetic patterns and the presence of
health problems. Because of this, a new area for exploration and understanding
is unfolding, contributing to a broader appreciation of the origins of some human
conditions and behaviors. The affective, addictive, and psychotic disorders, which
normally begin in adolescence and adulthood, are debilitating chronic mental dis-
orders with genetic underpinnings that are not well understood. These conditions
severely impair a person’s self-perception and ability to make plans and choices
for the present and future. Physical illnesses with strong genetic bases, such as cys-
tic fibrosis, Huntington’s chorea, and sickle-cell disease, can adversely affect de-
velopment in childhood, adolescence, and throughout adulthood, depending on
severity, age of onset, availability of treatment, family and community support.

Substance abuse, poor nutrition, and lack of prenatal care during pregnancy,
separately and in combination, influence the growth of the fetus in utero and af-
fect the health and well-being of the newborn, as well as having lasting effects on
development as the infant evolves into a child, adolescent, and adult. Children
born to substance-abusing mothers, including those born with fetal alcohol syn-
drome, are affected throughout their lives in areas of cognition and social and
emotional development. Infants who are HIV infected as a result of being born
to HIV-infected mothers, and other children who acquire or develop life-threat-
ening illnesses during infancy or early childhood, run the risk that their disease,
treatment, frequent hospitalizations, or separation from family will interfere with
their normal development.

The death of a parent or sibling deeply affects the developing child. Inter-
ference in early relationships with parents and siblings because of mental or phys-
ical illness also adversely affects the child’s development. Indeed, throughout the
life span, human relationships that are broken or altered significantly can thwart
or delay development at any age or at any stage and thus impede learning and
growth.

There are also external factors that can impinge on the developing individ-
ual, family, and community. Societal patterns, including poverty, violence, racial
discrimination, and oppression, contribute adversely to development. Violence
within families, groups, and communities severs the trust between persons and
erodes the foundations on which development is built. Violence within families
and communities may result in the placement of children in foster care agencies
or other homes, incarceration of adults, or death or injury to members young and

508 Health Promotion in Practice

Gorin.c15  2/14/06  9:16 AM  Page 508



old. Violence that can alter the ability of the family and community to protect
and care for its members is a negative force, limiting options and opportunity.

A social and political climate that devalues and does not support education
and health care for its population deprives individuals and families of opportuni-
ties to learn, grow, and maintain health. External events, including natural disas-
ters, wars, and violent conflicts, contribute to the deprivation of all affected
individuals, families, and communities by interfering with development and lim-
iting opportunities for decision making and growth.

The individual, family, group, and community may be more vulnerable to
certain stressors than others at specific times along the developmental trajectory.
Consider the infant or young child, dependent on parents and adult caretakers
for nurturance, sustenance, protection, and care, who is orphaned and set adrift
with hundreds of refugee children. Without care, nurturance, and love, the young
child will most certainly die. Consider the young adolescent sold into prostitution
for a meager sum to support her family, moved from rural to urban surroundings
away from known supports of family and community. Consider the elderly man
or woman abandoned by family and placed without warning in a residential set-
ting, deprived of loved ones and personal possessions. In these three situations the
stressors are so profound and overwhelming and the individuals so deprived of
external support, that development can be quite literally halted. Consider fami-
lies left homeless by massive flooding and devastation. Consider groups and com-
munities robbed of their resources and inhabitants in the wake of war, terrorism,
or natural disaster. In these cases, mere survival becomes the goal of existence,
and in the worst cases people may simply wish to die. Without intervention the
effect of these stressors on the developing self at any stage is profound. The loss
of potential in the individual, family, group, and community cannot be fully mea-
sured; development can be thwarted, altered, or halted, temporarily or forever.

Protecting, Replenishing, and Sustaining Development

There is within every human being, family, group, and community potential for
fullness of development. This potential is realized as the person, family, group,
and community participate in directing their development, choosing actions that
reduce health risks and optimize health strengths, making informed decisions and
choices, and assuming responsibility for self-care. This process occurs at both the
microlevel, for individuals and families, and the macrolevel, for communities and
larger systems. Development is not a steady, measured process. The healthy per-
son, family, group, and community grow and develop through self-sustaining pro-
tective efforts (Werner, 2000). Effective strategies to promote self-development,
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family growth, and group and community strength focus on partnership and par-
ticipation (Turnbull, Turbiville, & Turnbull, 2000). Social support is a recognized
vehicle for promoting healthy development. Social support buffers and protects
health from the effects of stress (Cohen & Willis, 1985; Sheinfeld Gorin, 1995).

The significant role of culture in development is just beginning to be recog-
nized. Culture refers to a distinct system of meaning shared by a group of people.
This system of meaning is learned and transmitted through generations. Culture
is given form by values and beliefs that are evidenced in daily interactions (Coll &
Magnuson, 2000). The family is most often recognized as the primary vehicle for
cultural learning. Strengths are derived from cultural meanings and affiliations,
which serve as foundations, grounding beliefs and behaviors (Harrison-Hale et al.,
2004). It is essential that systems of health care become systems of cultural care,
providing culturally competent and proficient care (Goode & Harrison, 2000).

Families develop through the accomplishment of tasks and functions that sustain
and strengthen them. Some families grow through the need to separate or divorce.
These actions are self-preserving and often serve to protect the members of the fam-
ily. Divorce may lead to the possibility of blending or reconstituting a family with
others (Carter & McGoldrick, 1999). The new family survives with the hope of cre-
ating its own identity and becoming a healthier support for its members. Some fam-
ilies survive and regenerate even with overwhelming stress, affirming their potential
for self-repair and growth out of crisis and challenge (Walsh, 1998).

Groups change as their intended purposes are fulfilled and as phases of group
development meld into each other and move toward termination with the estab-
lishment of new ties outside the group. Groups are replenished through the in-
troduction of new members and the departure of existing members and through
reshaping the group purpose. Groups expand and contract through the interac-
tive processes of membership, desired affiliations, and inner dynamics.

Communities are replenished as they transform and develop, as populations
and cultural groups enter and leave, as resources open and close, and as industri-
alization and housing expansion alter structure and function. Communities also
change as their populations and resources shift; when resources are linked to human
need, the community’s development is enhanced. Communities are strengthened
through crises, as members pull together to support each other and rebuild.

The interventions listed in Exhibit 15.1 protect, replenish and sustain devel-
opment of the individual, family, and community.

Development is protected, replenished, and sustained through interaction
among individuals, families, groups, and communities. “Individuals, families, and
communities are viewed as interdependent systems that experience multidimen-
sional changes over time in response to evolving risk and protective processes”
(Leadbeater et al., 2004, pp. 15–16).
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The process of growth encompasses times of triumph as well as struggle: chal-
lenges are met, adversity is translated into meaning, stressors are coped with, and
pride is taken in valued choices. Inherent in growth is resilience. Spirituality pro-
vides hope in the time of adversity and affirms an inner core of support. Devel-
opment also necessitates the integration of losses as well as gains, so that unmet
challenges, adversity, and stress do not result in paralysis and apathy. Grieving as-
sists in the healthy process of integrating loss and gain. The significance of social
support, resilience, spirituality, and grieving to health and health promotion can-
not be overestimated. Special attention must be directed to these powerful pro-
cesses for replenishing and sustaining health.

Social Support

The social support system buffers and protects as development unfolds and as
crises are experienced. From smaller circles of support to ever widening associa-
tions, social support is a changing dynamic providing nurture, resources, and pro-
tection. Embedded within a context of nested systems—families, groups, and
larger communities—individuals create a network of unique relationships. In these
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EXHIBIT 15.1. INTERVENTIONS FOR PROTECTING, 
REPLENISHING, AND SUSTAINING DEVELOPMENT.

• Maintaining relationships that provide nurture, protection, and support, and the
opportunity for reciprocity

• Honoring cultural affiliations, traditions, and practices

• Participating in purposeful activity in the form of work, production of product 
and income, and provision of social support

• Securing and providing adequate resources for health, including primary care,
nutrition, physical exercise, and rest

• Participating in and enhancing educational and recreational activities

• Enjoying aesthetic and cultural experiences; strengthening understanding of
culture and cultural connection

• Discovering and fostering resilience

• Strengthening protective factors

• Enhancing spirituality

• Searching for meaning and finding hope

• Experiencing loss and expressing grief

• Engaging in introspection and appraisal
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relationships there is an exchange of support, which may be emotional (through
esteem and trust, for example), may provide appraisal (through affirmation and
social comparison, for example), or may be informational (offering advice and di-
rectives, for example) and instrumental (offering such things as money and time,
for example) (Sheinfeld Gorin, 1997). These support sources shape norms and
values and filter information influencing health behaviors.

Health is often viewed from an individual perspective in which lifestyle and
personal choices shape health status. Yet individuals do not live in isolation. Every
person has a multitude of relationships within a social and cultural environment
in which there is constant and dynamic interaction. The social relationships that
are strong and supportive influence the health of individuals in myriad ways. Berk-
man (1995) asserts that “for social support to be health promoting, it must pro-
vide not only a sense of belonging and intimacy, but it must also help people to
be more competent and self-efficacious” (p. 251). Interventions to promote health
cannot be planned for individuals without including this social context and, more
specifically, without incorporating the social and cultural network (Finfgeld-
Connett, 2005). An analysis of health-promoting environments emphasizes “the
transactions between individual or collective behavior and the health resources
and constraints that exist in specific environmental settings” (Stokols, 1992, p. 6).
Without the inclusion of an individual’s family and community, the potential for
change is limited and the impact of change unsustainable.

Fostering Resilience

Understanding growth in the face of adversity leads to a consideration of re-
silience, strength forged through adversity (Walsh, 2003). “Resilience does not
come from rare and special qualities, but from the everyday magic of ordinary,
normative human resources in the minds, brains, and bodies of children, in their
families and relationships, and in their communities” (Masten, 2001, p. 10). Re-
silience is rooted in protective factors within the individual, family, and environ-
ment. Individual protective factors include biological integrity, psychological
predisposition, easy temperament, effective coping skills, and adequate cognition,
sustained by social and emotional support systems (Werner & Smith, 2001). Re-
silience research has assumed that the factors promoting resilience are either em-
bedded characteristics of the individual or derive from interaction between the
person and the source of environmental risks. However, neither assumption is en-
tirely supported. Rutter (2000) asserts that there is clear-cut evidence that growth
or recovery, partial or complete, may derive from life experiences that take place
well after the initial risk experience. Therefore resilience continues to be a force
within the individual that can be activated at a later point in time, subsequent to
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stress or adversity. Resilience may now be best understood as an unfolding process
rather than a trait.

Resilience at the family and community level is also not a static outcome.
Families and communities may show multidimensional responses to ongoing chal-
lenges, risks, and protective factors over time (Leadbeater et al., 2004). “Resilient
persons—and communities—often make the best of tragic situations by finding
something to salvage and seeing new possibilities in the midst of wreckage”
(Walsh, 1998, p. 73). Recognizing resilience as a dynamic process operating over
time—and not as a fixed or embedded characteristic of human beings and human
systems—opens possibilities for interventions. Research on resilience places an
emphasis on nonnormative development or unexpected growth in the face of risk,
which draws attention to populations most in need and provides lessons for pro-
moting resilience (Reynolds & Ou, 2003). However, while recognizing that ad-
versity may provide windows of opportunity for intervention, we need to continue
to strive for a more complete understanding of the complexities and variables af-
fecting the development, maintenance, and durability of the phenomenon of re-
silience (Fine, 1991; Luthar, Cicchetti, & Becker, 2000).

Enhancing Spirituality

Spirituality is a self-sustaining force within the individual, family, group, and com-
munity. As such, spirituality may nurture development. Erikson, Erikson, and Kivick
(1986) identify the early development of the spiritual domain in the emergence of
trust and hope in infancy. This essential strength matures over the life span and can
sustain development of all subsequent strength. At the end of life, some form of this
rudimentary hope may blossom into a mature faith in being that is closely related
to essential wisdom (Erikson, Erikson, & Kivick, 1986, p. 218). All the basic virtues,
including hope, will, purpose, competence, fidelity, love, care, and wisdom, that
emerge from a successful resolution of the developmental tasks described by Erik-
son are components of the spiritual domain (Schuster & Ashburn, 1992). Schuster
and Ashburn (1992) describe the spiritual domain as encompassing all the tran-
scendental aspects of self. It is the center of awareness of existence. It is also hope-
fulness within the individual, the family, and community that sustains life in the face
of adversity and loss. Spirituality can be experienced within or outside formal reli-
gious structures (Walsh, 1998).

Spirituality as a life force in the individual, family, group, and community is not
well understood. Persons confronting dependencies and addictions often find
strength through spiritual awakening during the struggles of detoxification and re-
covery. Spirituality is the life force that might help to sustain the resilience and
courage of a grandmother as she realizes the task of raising her grandchildren bereft
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of their mother while she grieves for her daughter. Spirituality can help some find
purpose in their suffering and in pain, and others will discover or rekindle spiri-
tuality in times of difficulty or painful loss. “Spirituality involves an active invest-
ment in internal values that bring a sense of meaning, inner wholeness, and
connections with others” (Walsh, 1998, p. 70).

Many groups and communities hold to their spiritual beliefs and values in the
face of poverty, oppression, and victimization, finding perseverance, emancipation,
and repudiation possible. Survivors of disaster, when stripped of all, will exclaim,
“All I have is my faith.” In describing the horrific and dehumanizing experience of
living in a concentration camp, Frankl (1984) writes of finding meaning in life even
when a situation is hopeless, when facing a fate that cannot be changed: “For what
then matters is to bear witness to the uniquely human potential at its best, which
is to transform a personal tragedy into a triumph, to turn one’s predicament into
a human achievement” (p. 116). Spirituality is often discovered in living through
painful experiences and can for some provide the purpose or meaning for suffer-
ing. Spirituality, as a life force (Coles, 1990), contributes to the self-esteem and
strength of the individual; to the courage and resilience of the family; and to the
energy, hope, and steadfastness of groups and the community. “Sustaining hope in
the face of overwhelming odds enables us to carry on our best efforts. . . . Hope is
a future-oriented belief; no matter how bleak the present, we can envision a better
future” (Walsh, 1998, p. 62).

Expressing Grief

Grief is a vital function of human experience that facilitates healing and offers the
potential for personal growth and development through the integration of loss into
the self (Arnold, 1995). The facilitation of grief assists individuals, families, and even
communities to live with losses inherent in the life process. Some losses are part of
the natural experience of development and are expected. Other losses are unex-
pected. It is not uncommon for the grief associated with the myriad losses in life to
be unacknowledged. Grieving can be a solitary experience and one that many per-
sons try to put away and leave unattended because the pain of their loss may be un-
bearable. Loss may become a family secret and be denied. There are many reasons
for grief being unacknowledged. For some people, time increasingly separates them
from the loss and therefore from the opportunity to grieve. The health care profes-
sional will often encounter clients, whether individuals, families, or communities,
who have experienced loss and have not had the opportunity to grieve or to recog-
nize their need to grieve. Consider the impact of one person’s death. This person
may have been the partner of another who is now dealing with the pain of loss and
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emotional separation. This person may have had a family that now is not whole
without this member. This person may have been part of a community that ex-
periences the loss and seeks to protect its members from a similar death. Each in-
dividual touches others, and thus ever expanding circles of affected individuals
are left to experience the emotions of loss through grief.

Life is filled with loss. Losses may be minor, almost imperceptible, or they may
be significant and overwhelming. Individuals grieve as they leave childhood and
move through adolescence into middle adulthood and old age. Individuals grieve
as relationships change and end and when separation and divorce occur. Indi-
viduals grieve for jobs lost and positions changed. Individuals grieve at gradua-
tions, birthdays, celebrations of the new year, the changing seasons, and events
marking a passage of time never regained. Individuals also grieve in their dying,
and their survivors grieve for them (Arnold, 1996). The grieving process, although
a universal response to loss, becomes individualized as each person reacts and
copes using sources of strength and comfort. In this way, each person forms a
unique mosaic of responses that become a pattern of grieving (Arnold, 1995).
Some pieces of the mosaic are internal, whereas others reflect religion, culture,
family belief systems, and traditions.

Memory fuels grief and helps to maintain the connection with the lost ob-
ject, experience, or person. Grief is not a tragic episode or a pathological state,
and it cannot be equated with illness. On the contrary, grief is a healthy process,
in which one integrates loss and maintains a connection to the lost person or ob-
ject and learns to live without (Arnold, 1995). This lasting connection through
grief is recognized as a continuing bond (Klass, Silverman, & Nickman, 1996;
Arnold & Gemma, 1994). Facilitating the grieving process assists individuals, fam-
ilies, and communities to learn to live with and integrate loss. It is never too late
to acknowledge grief or to facilitate the expression of grief. Facilitation of grief
is a therapeutic intervention that fosters development and growth throughout the
continuum of life and at its end.

There are specific actions to support grief, a process that occurs throughout
life as loss is experienced in its many forms. In therapeutic interactions there are
responses that facilitate as well as those that hamper the ability of the health care
professional to intervene. Exhibit 15.2 lists responses that enhance these interven-
tions. Exhibit 15.3 lists responses that limit a health care professional’s interventions
in facilitating the grieving process.

Over the life span, efforts that facilitate therapeutic interaction will be sources
of strength for the health care professional; they will encourage involvement with
individuals, families, groups and communities living with loss and will guide ther-
apeutic interventions that support development.
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EXHIBIT 15.2. RESPONSES THAT 
FACILITATE THERAPEUTIC INTERACTIONS FOR GRIEVING.

• Shifting the paradigm of grief. The health care professional who views grief as an
integrative life process that continues throughout the life span and enables the
client to gain insight as well as to grow can enhance the client’s personal develop-
ment. Closing the door on grief or containing it serves only to limit the potential
for personal growth.

• Case finding. Health care professionals who are willing to recognize the impor-
tance of loss and grief as human experiences that facilitate growth and personal
development are more likely to be open and available to clients for these discus-
sions. The health care professional listens for experiences of loss and is particularly
attuned to the possibility of unacknowledged grief. The health care professional
also recognizes that losses are experienced not only by individuals but also by
families and communities, so that family, group, and community meetings are
just as feasible as a session with an individual client.

• Expanding the comfort zone. As the health care professional becomes astute 
in listening for experiences of loss and responding to them, she or he becomes
more comfortable in dealing with loss. It is possible to become more com-
fortable in interacting with loss through clinical experience and with clinical
supervision.

• Supervision. Health care professionals benefit from the opportunities for organized
and consistent reflection and introspection that are available through supervision.
Supervision can be contracted with colleagues or through case conferences. The
intent is to allow the health care professional the opportunity to objectively ana-
lyze the case material and interpersonal interactions.

• Professional development. Health care professionals may desire to pursue con-
tinuing education about loss and grief through clinical literature and confer-
ences and through seeking certification in the field of grief counseling and grief
education.

• Tool development. Assessment tools for patterns of health and risk often neglect 
to address the incidence of loss and death in their individual and family health
components. Use of the genogram (Pendagast & Sherman, 1973–1978) as a
graphic representation of family connections can also reveal deaths and health
problems, which should prompt the health care professional to explore with the
client the meaning and significance of these losses in the client’s history and fam-
ily life. Further development of inventories of loss and the creation of clinical
guidelines for attending to loss will enhance clinical practice.

• Resource development. It is necessary to accumulate resources that support the
health care professional and the therapeutic process and that meet the specific
and complex needs of clients. The health care professional providing grief support
will require opportunities for personal reflection and replenishment as well as as-
sistance from other professionals and agencies with special knowledge and ser-
vices that can be mobilized to meet the needs of clients living with loss.
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Development at the End of Life

At the end of life an individual will grieve for anticipated loss of life and for losses
during life. Grieving facilitates transformative development. No system remains
stable; all human systems experience loss, growth, and change. Loss and growth
are interconnected, part of the same process of change. One cannot exist with-
out the other; there is always a giving up in growth and growth in loss as they are
inseparable in their transformative nature. Loss and growth are intrinsically linked
at no time more so than at the end of life.

Consider the individual grieving for the end of life brought about by illness
or old age. Consider the family grieving for its transformation through separation,
divorce, reconstituted relationships, and the blending of families. Consider the
group grieving as members leave and are replaced or as the group dissolves when
goals are accomplished. Consider the community transformed by economic or
political forces, such as a rural community unable to sustain the closing of a plant
that has employed many members of the community, who now, unable to sup-
port their families, decide to move away. Consider a community devastated by
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EXHIBIT 15.3. RESPONSES THAT 
HAMPER THERAPEUTIC INTERACTIONS FOR GRIEVING.

• Avoidance. The health care professional may experience discomfort with discus-
sing personal loss and may discourage or avoid, rather than encourage, authentic
communication because the pain of the client provokes the health care profes-
sional’s own sense of loss and pain.

• Depletion. The health care professional may experience emotional exhaustion and
feel unable to be fully engaged. Therapeutic communication about grief rests in
the health care professional’s ability to engage in the therapeutic purpose. Health
care professionals need to find ways to refuel themselves, particularly when their
work immerses them in the experience of others’ grief.

• Anxiety. Painful areas of discussion are often difficult to sustain. The health care
professional may be anxious during these communications. Talking, rather than
active listening, may be a sign that the health care professional is experiencing
anxiety. Supervision and thoughtful analysis of the interaction is essential to give
the health care professional a greater understanding of other means to meet per-
sonal needs and of ways to sustain a client-centered focus.

• Forced resolution. The health care professional may force resolution because he or
she is uncomfortable with the emotions of the client and hopes the situation can
end. Instead, the health care professional should be careful not to seek resolution,
because grief is experienced as an ongoing process rather than as an event that
must be resolved. Rather than offering reassurance the health care professional
can offer acceptance and validation of the pain of the expression. This is experi-
enced by the client as acceptance and validation of the self.
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natural disaster or an act of terrorism, where people disperse for safety or expe-
rience homelessness and wander in search of services to assist them in their plight.
All human systems suffer losses and become transformed as they cope with the
factors and forces that have disrupted their security or stability.

The human system, through the kindling of strengths and capacities, emerges
transformed. Often this transformation results in added strengths and capacities
for some, whereas for others development is thwarted and regression may occur.
For some, at the end of life there is the hope that the human spirit will be trans-
formed and continue in another form. For others, the transformation is a contin-
uation of the human spirit in the lives of those who survive, transferring a legacy
of history and values to the generation that follows.

Summary

Development is a dynamic, lifelong transformative process. Individuals, families,
groups, and communities develop uniquely, with members intrinsically connected
to each other. Each human system is characterized by diversity, risks, and protec-
tive factors. There is a synergy among these systems as they grow and develop,
separately and together.
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Health promotion activities use resources. The client has a cost for the time
taken up by the program and sometimes out-of-pocket payments. The pro-

fessional provider expects to be paid and to have space to work in—paid from an
organization’s budget, revenue from patients, or grants. The organization’s man-
agement wants to know that the organization is getting value for money. For a pro-
gram to be viable everyone involved needs to believe that the effort and expense
required is worth it and that the benefits exceed the costs or revenues exceed ex-
penses. To provide the reader with an understanding of the role of economic con-
siderations in health promotion, this chapter describes how to develop a health
promotion plan. Such plans can be used to justify an organizational budget, apply
for a grant, or draft a business plan to start a private practice. One solid approach
to developing a convincing health promotion plan is to follow these seven steps:

1. Know your organization and who really makes the decisions there.
2. Understand the economic environment that affects your organization. This

includes knowing the health insurance reimbursement for your services.
3. Define the content of your health promotion plan or program. This is the

process of care as it relates to the type of prevention proposed.
4. Determine what your program will cost. Define the resources that you will

need.

CHAPTER SIXTEEN
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5. Identify the benefits of your program and determine who will benefit. This
step relates in part to how good the evidence is that your program will improve
health. You will also need to calculate when in the future these health benefits
will occur. Smoking may satisfy an addiction but can result in lung cancer in
the future. For most of us, future benefits are valued less than those same ben-
efits today. Taking this time preference into account is called discounting. Un-
derstanding this trade-off between incurring costs in the present and gaining
benefits in the future is important for understanding the acceptance of health
promotion programs (Gold, Siegel, Russell, & Weinstein, 1996).

6. Measure the costs and outcomes compared to the next best use of the resources
by the plan or program. Collecting this information will allow you to demon-
strate the effectiveness of your program. Is it worth doing?

7. Combine this information and future projections into a business plan, budget,
or grant proposal addressed to the relevant decision makers.

The rest of this chapter takes up these seven steps in more detail. By the end
the reader should be able to see how to create a plan for a health promotion
program.

1. Know Your Organization

Health promotion programs are found in many organizations: ambulatory clin-
ics, public health departments, school health programs, health maintenance or-
ganizations (HMOs), government agencies, fitness centers, and corporate human
resource programs, to name just a few. In order to convincingly advocate for a
new prevention program within an organization, you have to understand the goals
and values of that organization to make sure your program fits. The mission and
agenda of the Sisters of Charity Homeless Shelter, for example, are different from
the mission and agenda of an investor-owned, for-profit chain of fitness centers.
You also need to know how organizational decisions are really made, and who the
key decision makers are. Such knowledge is also needed for writing a successful
grant application to a private foundation or government agency. Funders often
have detailed policies about applications, their approval process, and the funding
itself.

To understand your organization, know that it has its formal, official side and
its informal, unwritten way of doing things. To understand the formal part, read
the mission, vision, and value statements; corporate annual reports; financial state-
ments; planning documents; organization charts; and Web site. To find out “how
things really work” talk to people who know the organization about how decisions
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are really made, about personalities, social networks, office politics, and history
(Kovner & Neuhauser, 2004).

2. Understand the Economic Context of Health Care

Who is going to pay for your health promotion program? With the large economic
role played by Medicare, Medicaid, and private health insurance, the answer to
this question can be a challenge. The growing number of uninsured Americans
and the small but growing use of personal health savings accounts mean that com-
pared to the recent past, relatively more care is being paid for today directly by
patients rather than by third-party insurers.

It is important to know how the payments by third parties are made. Payment
methods include fee-for-service, prospective payment, capitation, and for gov-
ernment agencies, fixed yearly budgets. As discussed more fully in Chapter Three,
Medicare is a federal government program that pays for health care for people
over the age of sixty-five and for people with some long-term chronic conditions,
such as those needing renal dialysis. Medicaid is a federal and state program for
the poor. Eligibility rules for who is covered and what services are covered vary
by state. Private health insurance primarily pays for care for employees and their
families. There are also government health care systems that are funded by fixed
yearly budgets. These include the Indian Health Service and the systems run by
the Veterans Administration and the active duty military services. Health main-
tenance organizations are paid a fixed amount per member enrolled per month,
regardless of how much care is provided. Such HMOs have an economic reason
for having healthy enrollees. Medicare and other insurers that make prospective
payments to hospitals use a fixed payment for each diagnosis related group (DRG),
whether the patient has more tests or less or a longer or shorter stay, giving hos-
pitals an economic incentive to discharge patients sooner. If a government orga-
nization has a fixed budget allocation from year to year, then a new prevention
program means that some other activity must be reduced. Out-of-pocket, or self-
pay, payment takes several forms. Many people are willing to pay to use fitness
centers and commercial products that are seen as promoting attractiveness, health,
and well-being. People without health insurance may seek out lower-cost alterna-
tives to medical care such as faith healing or traditional therapies. Health savings
accounts coupled with a health insurance plan allow people to set money aside
(tax-free) in a savings account to be used to pay for their own care, perhaps up to
$5,000. When this amount is spent then the health insurance benefits start.

In summary, money is available for health promotion from many sources, but it
is necessary to understand the revenue streams available for each proposed program.
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3. Define the Health Promotion Program

Disease prevention can be divided into three types: environmental, behavioral,
and clinical. Funding for important environmental prevention approaches typi-
cally comes from outside the health care field. Some examples of these approaches
are efforts to construct safer highways, laws to control air and water pollution,
programs for violence prevention, systems for air traffic control, use of car air bags
and safety belts, and maintenance of a clean public drinking-water supply. Some
programs, such as pasteurization of milk and restaurant sanitary inspections, are
under the direction of health departments.

Behavioral prevention addresses both activities that are beneficial and activ-
ities that are harmful to individuals, such as, on the one hand, exercising, dieting,
or using bicycle helmets and, on the other hand, smoking, drinking to excess, or
taking part in high-risk sexual behavior.

Clinical health prevention includes activities such as disease screening and vac-
cinations, prenatal care, well-child visits, and periodic health checkups (U.S. De-
partment of Health and Human Services, Public Health Service, 1991). Two of
these vaccination efforts, for smallpox and polio, have been so successful that small-
pox no longer exists in the open (outside the laboratory) and polio is no longer res-
ident in all the Americas. At one time these diseases had a massive effect on health
care costs, morbidity, and mortality (Daniel & Robbins, 1997; Hopkins, 1983).

A health promotion program proposal needs a clear definition of the content
of the work to be done: who will do what for whom and where, when, and how.
Answering these questions about the work to be done is the first step in calculat-
ing the costs of the program and developing a projected budget.

In developing a program two sources of information are especially valuable.
One is assessing descriptions of successful programs in the published literature;
program developers can learn from reviewing these accounts. The second is re-
viewing similar existing programs; program developers can gather valuable first-
hand information from such programs.

4. Determine What the Program Will Cost

Here are some useful key concepts in managerial accounting:

Add-on incremental costs How much more will have to be spent, beyond 
the current activities of the organization, to 
carry out the program?
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Staffing costs Salaries plus fringe benefits.

Supplies This cost often depends on the number of
clients served. This is a variable cost.

Equipment This category of expenses is for expensive items 
that are used over several years. Their value 
depreciates over time.

Overhead The program will need space, and there is a cost 
for this. There will also be costs for heat, light,
electricity, and telephone services. Many orga-
nizations use standardized rates to calculate 
what each program costs in overhead.

Other costs Depending on the program, travel costs or 
malpractice insurance may be included in the 
budget.

Look for examples of proposed budgets for other successful programs in your
organization and learn from them.

5. Identify Program Benefits

Those who wish to advocate for more preventive services within the U.S. medical
care system face a new imperative. It is no longer adequate to just say that pre-
vention is good and therefore support is justified; ideals and virtue alone will not
be persuasive. It is necessary to demonstrate that the preventive program being ad-
vocated really works. It must give value for money. Consider Louise B. Russell’s sum-
mary of her 1986 review of screening efficacy: “A growing body of research
indicates that the chronic, degenerative diseases of middle and old age can often
be prevented or at least delayed many years. While prevention has great potential,
it is neither riskless nor costless. The evidence also shows that, even after allowing
for savings in treatment, prevention usually adds to medical expenditures, contrary
to the popular view that it reduces them. Prevention cannot be assumed to be a
better choice than cure in every case. Individual measures must be evaluated on
their merits” (pp. 109–110). In her 1994 follow-up review, she stated: “The issue
of first importance for any screening test is whether it accomplishes anything. A
test may detect the condition accurately, but does anything need to be done about
the condition, and if something needs to be done, are any of the available thera-
pies effective? Are they more effective when applied early? Unless early treatment
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makes a difference, screening is pointless. . . . The high costs of screening are
often ignored, indeed unrecognized, by those who develop recommendations”
(pp. 77, 81).

There is a growing interest in evidence-based medicine, nursing, and health
management. This means knowing what works and doing it. Increasingly the clin-
ical literature for the health care professions includes careful evaluations of out-
comes. This literature is the place to start. Can you show good evidence from
previous studies that programs like yours make a difference? This requires know-
ing what good evidence is.

To show that a prevention effort works, a researcher should do the following:
take two similar groups of persons who may benefit, and invite their participa-
tion. Involve one group in the prevention effort, and leave the other group alone.
Then look at the results for both groups, and see whether the expected difference
occurred (Riegelman & Hirsch, 1989; Meinyk & Fineout-Overholt, 2004; Bow-
ers, House, & Owens, 2001; Downie, Fyfe, & Tannahill, 1990; see Chapter Two).

The necessary similarity of the study groups is best achieved by random as-
signment of persons to the groups. The study subjects should be similar to actual
clients (for generalizability of the results) and numerous enough so that change can
be observed (known as power). Participants are asked for informed consent, even
though they may not know which group they are in (a blind study). For example,
the intervention to be studied could be a screening test with follow-up treatment.
The expected outcome should be clearly defined in advance (for example, can-
cers found, years of life saved), measurable, and posited to result from the pre-
ventive effort. The difference, if any, between the outcomes for the groups should
be large enough so that they are unlikely to have occurred by chance (statistical
tests of significance should be applied).

The U.S. Preventive Services Task Force (1996) used this approach to evalu-
ate 169 clinical preventive services. The task force considered the best evidence
to come from randomized controlled trials. Intermediate evidence came from
other types of studies, and the lowest quality of evidence involved expert opinion
alone (Battista & Lawrence, 1988; Canadian Task Force on the Periodic Health
Examination, 1979).

If you have an understanding of the previous experiences of other similar
programs, you may be able to use their results to estimate the benefits of your pro-
gram. For example, an existing school-based program has been shown to reduce
the number of teenage smokers by 10 percent. You plan to provide a similar pro-
gram in five high schools in your city with 4,000 students. Therefore you predict
that there will be 400 fewer smokers. Can you measure the number of smokers
before and after your program starts to see if your program meets your expecta-
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tions? Note that such a program makes sense for a public health agency that has
the mission of improving the health of all the people in the area. Would an HMO
in a competitive market do this? Why should it use member payments to help a
group that includes people who are nonmembers, who may be members of a
competing health plan? Nevertheless there are examples of such health plans join-
ing together to share the costs and the health benefits of such community-wide
health promotion programs.

6. Compare Costs and Value

Even if something is known to work, is it worth doing? To answer this broad ques-
tion, a new set of tools is needed. These tools include technology assessment (Reiser
& Anbar, 1984), clinical decision analysis (Petitti, 1994), and economic reasoning,
including cost-benefit and cost-effectiveness analysis (Elixhauser, Luce, Taylor, &
Reblando, 1993; Pelletier, 2001) (defined in Exhibit 16.1). The U.S. Preventive Ser-
vices Task Force (whose function is described in Chapter Three) recognized the dif-
ference between showing that an effort worked versus showing that it is worth doing.
Adding other information to its knowledge of efficacy (does it work), the task force
developed an alphabetical summary score (based on earlier work of the Canadian
Task Force on the Periodic Health Examination [now known as the Canadian Task
Force on Preventive Health Care]): A is good evidence for use, B is fair evidence for
use, C is poor evidence for use, D is fair evidence to reject, and E is good evidence
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EXHIBIT 16.1. DEFINITIONS OF DECISION-MAKING TOOLS.

Medical technology assessment is the broadest of these concepts. It is the total eval-
uation of the social impact of a medical technology, such as a surgical procedure,
laboratory test, or early cancer detection method.

Clinical decision analysis considers the choices; the consequences of those choices;
the probability that those consequences will occur; how those consequences are
valued; and given this information, how the right choice is made.

Cost-effectiveness analysis compares the costs of doing something and measures 
the outcomes in nonmonetary terms, such as years of life saved or cancers found.
Cost per year of life saved is a typical outcome of such analysis.

Cost-benefit analysis compares the inputs, measured in costs, with the outputs
(results or benefits), also measured in costs (or savings), to see whether the benefits
are greater than the costs.
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for exclusion from periodic health examinations. Preventive services with A ratings
are generally the only ones that are promoted and paid for.

Clinical Decision Analysis

The U.S. Preventive Services Task Force and its Canadian counterpart paid par-
ticular attention to screening for disease. The following is a set of questions to ask
to determine whether such screening tests are worth doing. These questions are
associated with clinical decision analysis.

• What are the alternative choices? The major clinical choices are test or not test

and treat or not treat.

• Who makes the decision: the client, health care professional, health plan, or
society? All have slightly different interests at stake. One reason for these dif-
ferences is the economic consequences of the decision. For example, an in-
dividual with health insurance may pay only a small part of the cost for an
examination, whereas the insurer will pay for most of the cost. Deductibles and
coinsurance payments are ways that health insurance plans share the costs of
care with plan members. Such copayments have been shown to reduce the use
of medical services. Today there are legislative proposals to allow family health
savings accounts that are coupled with insurance and a $1,000 or even a $5,000
deductible. With such plans the family pays the first $1,000 or $5,000 of health
care costs from its health savings account before health plan payments start. If
this approach becomes widespread, it is expected to have a major effect on the
use of medical services.

• What is the prevalence, or frequency, of the disease among the population
being tested or screened? The rarer the condition, the greater the costs per
case. There is considerable agreement that mammography is appropriate for
women older than fifty years and generally not appropriate for use as a screen-
ing tool among those younger than forty years. There is a lively debate, how-
ever, about the appropriateness for all women aged forty to forty-nine years
(Eddy, 1980). This debate focuses on the prevalence of the condition, the pre-
dictive value of screenings, and where to draw the line for a policy recom-
mendation and reimbursement.

• How accurate is the test? There are two types of test errors—a test can be pos-
itive when the client is healthy, or a test can be negative when the client has the
disease. There are four basic measures of how good a test is for a population
being evaluated: sensitivity, specificity, predictive value positive, and predictive
value negative. The relationships among these measures are best shown by a
two-by-two matrix (Riegelman & Hirsch, 1989) (Figure 16.1).
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• What is the probability of obtaining a positive result?
• What is the next step if the test is positive?
• If action to treat is taken, what are the assurances that the treatment will be

beneficial? What are the expected outcomes of treatment?

After answering this set of questions, the next steps in clinical decision mak-
ing involve measuring the outcomes in a common metric (such as years of life
saved, dollars spent or saved, or cancers found) and comparing the choices ac-
cording to their average expected outcomes. The test (or treatment) with the bet-
ter average outcome is selected. This is the basic structure of clinical reasoning.

Cost-Effectiveness Analysis

Cost-effectiveness analysis (CEA) relates the costs of the proposed program (ef-
forts or inputs) to the outcomes (results or outputs) in the form of a ratio. Typical
examples in health care are cost per cancer found, cost per auto accident avoided,
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Without Disease

b + d a + c

With Disease

b (false
positives)

Test is positive = a + b.
Test is negative = c + d.

a (true
positives)

d (true
negatives)

c (false
negatives)

FIGURE 16.1. FOUR MEASURES OF TEST USEFULNESS.

Note: Sensitivity is a/(a + c): the number of diseased patients with a positive test divided by all
diseased patients.

Specificity is d/(b + d): the number of healthy patients with negative test results divided by all
healthy patients.

Predictive value positive is a/(a + b): the number of true positives divided by the total number
of patients testing positive.

Predictive value negative is d/(c + d): the total number of true negatives divided by the total
number of patients testing negative.
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cost per vaccination given, cost per life saved, cost per year of life saved, and cost
per quality-adjusted life-year saved (QALYS).

Consider a study in which a large public awareness program aimed at reduc-
ing smoking is carried out in eleven communities (experimental communities) and
is not conducted in eleven other similar communities (control communities). The
results show that 10 percent of moderate smokers quit because of the program.
The cost of the three-year program, including advertising and brochure costs, was
$300,000 for each community. There were 5,000 moderate smokers in the study,
and 500 of those quit as a result of the program (the program results show that
1,000 quit in the control communities and 1,500 quit in the communities with the
program; thus the 500-person difference is presumed to be a result of the experi-
mental program).

Were the costs (inputs) appropriately measured? Was everything included?
On the output side the measure is the number of smokers who quit as a result of
the program. The benefits derived because these individuals no longer smoke
could be measured by total years of life saved, rather than just by the raw num-
ber of quitters. The years of life saved could be estimated from epidemiologic
studies showing the life expectancy of smokers compared with the life expectancy
of nonsmokers.

In this study the cost in each community per quitter is $600 ($300,000 total
community program cost divided by 500 quitters equals $600). Should this pre-
ventive program be recommended? This question can only be answered by ask-
ing: How else could this money be spent? If the next best smoking cessation
program has a cost-effectiveness ratio of $1,000 per quitter, then the $600 program
is preferred. However, if another choice is to give influenza immunizations to the el-
derly at a cost of $50 per immunization, and only one program can be selected, it
is difficult to decide which one it should be. It is necessary to transform the two dif-
ferent outcomes (quitters and immunizations) into a common metric, such as years
of life saved, to make a comparison and a decision. One way to decide which pro-
gram to select is to calculate years of life saved for both programs and assume that
one year of life is valued the same for all, and then choose the program with the
lowest cost per year of life saved. One should note that after doing so, one group
will benefit and the other will not. This is called the distribution effect.

It is not necessary for health care professionals to engage in debates regard-
ing the broader social, political, or economic outcomes of prevention choices (for
example, young smokers are productively employed; the elderly are revered for
their age and wisdom); however, it is important to be aware of this issue of dis-
tributive justice.

The last fifteen years have seen an explosion in the number of studies of the
cost effectiveness of preventive and medical treatments. These studies calculate
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program costs per year of life saved. Tammy Tengs and associates (1995) have
summarized the results of 500 life-saving interventions (a current list can be found
at www.hsph.harvard.edu/cearegistry). In some instances the analyses show that
the intervention saves both money and lives. An example is the use of fire detec-
tors in homes. The cost of the detectors was more than made up by reduced fire
damage, and the detectors saved lives. Some interventions showed a cost per year
of life saved, but the cost was low, such as the chlorination of drinking water
($3,100 per year of life saved). Some interventions are beyond our society’s re-
sources to fund. A sampling of health promotion and disease prevention program
results based on estimated cost per year of life saved are listed in Table 16.1. Stud-
ies such as the ones summarized in this table are conducted in specific settings and
circumstances; change those settings and circumstances and the results could be
different; also costs will change over time. The results in Table 16.1 evaluate only
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TABLE 16.1. EXAMPLES OF HEALTH-RELATED 
COST-EFFECTIVENESS STUDY RESULTS.

Estimated Cost per 
Program Studied Year of Life Saved

Fire detectors in homes Saved lives and money

Mandatory motorcycle helmet laws Saved lives and money

Reduced lead content in gasoline Saved lives and money

Sickle-cell screening for African American newborns $240

Influenza vaccination for high-risk persons $570

Mammography for women aged 50 years $180

Random motor vehicle inspection $1,500

Smoking cessation advice for women aged 45–49 years $1,900

Chlorination of drinking water $3,100

National speed limit of 55 miles per hour $6,600

Annual mammography versus current screening practices $190,000
for women aged 40–49 years

Preoperative chest X-rays to detect abnormalities in children $360,000

Warning letters sent to problem drivers $720,000

Asbestos ban in automatic transmission components $66 million

Sickle-cell screening for nonblack, low-risk newborns $34 billion

Source: Data from Tengs et al., 1995.
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years of life saved and not the quality of those years. One method of combining
these measures is to use quality-adjusted years of life saved. Another approach
considers how much individuals themselves would be willing to pay to prolong
their lives. This willingness to pay approach does not consider distributive justice (see
Chapter Seventeen). When only one program can be funded, then one group ben-
efits and the other groups needing other services do not benefit.

Cost-Benefit Analysis

Cost-benefit analysis (CBA) measures both inputs and outputs in dollar amounts.
CBA allows decisions to be made in a way that is not possible using cost-effectiveness
analysis. Cost-effectiveness analysis can rank order programs, but it does not define
a cutoff point above which programs should be funded and below which programs
should not be funded. In contrast, CBA defines approved programs as those where
the benefits of a program exceed the costs. In the preceding example of a smoking
cessation program, suppose the societal benefit of quitting smoking is $1,000 per
person in terms of treatment costs avoided and productive life prolonged. Five hun-
dred smokers stopped as a result of this program, which cost $300,000 per com-
munity. In this example, the costs total $300,000 but the benefits total $500,000 (500
quitters multiplied by $1,000 savings per quitter). Therefore this program should be
implemented.

Cost-benefit analysis often requires translating years of human life into a dol-
lar value. This is unnerving for many, and the translation is so imperfect that most
analysts shy away from it. Table 16.2 gives examples of CBA in use.

Note that in the smoking cessation example, the costs and benefits accrue to
different persons or organizations. Taxpayers may have paid for the program;
smokers benefited with longer, better lives; and the smokers’ employers saved on
the cost of health care benefits. Note that the costs occur today and the benefits
occur in the future. The concept of discounting is used to calculate the present
value of future benefits.

7. Develop the Plan

The program plan is developed from the information gathered in the previous six
steps. Program directors need to be able to explain their plan to others verbally
and often in writing. The features of the description will depend on the decision
makers being addressed. They could be funding agencies (grant proposal), orga-
nizational managers (budget justification), or bankers (business plan to start a pri-
vate practice). With this information about the program and its costs and expected
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outcomes (improved health, client satisfaction, revenue, and so forth), you can
write up a plan of work. Your estimates can also become budget projections,
which can be used to compare expected outcomes with actual performance.

Here are some other things to think about when developing a program:

• External performance evaluation of health care organizations is becoming
widespread. Increasingly, health care organizations are having their outcomes
evaluated and comparative performance information is being made available.
One example of this information is HEDIS (Health Plan Employer Data and
Information Set.) Another example is that hospitals are being asked to report
referrals to smoking education programs by the Joint Commission on Accred-
itation of Healthcare Organizations (JCAHO).

• Some prevention saves money, but the reimbursement system may not capture
these returns. Educating asthmatics in self-management can reduce expensive
emergency visits and hospital admissions. In an HMO these savings are seen.
For a hospital reimbursed for each admission, this same program could mean
lost revenues.

• Some prevention benefits occur in the long run. When HMOs and employer
health plans have a 20 to 30 percent yearly turnover of enrollees, then long-
term health promotion will benefit other insurers. However, if all employers in
an area can agree to provide support for health promotion, all will gain from
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TABLE 16.2. HEALTH PLAN 
COST-BENEFIT ANALYSIS (HYPOTHETICAL COSTS).

Program Cost Net Area of 
Program Description Cost Savings Savings Savings

Pediatric Use of fever education $150,000 $400,000 $250,000 Office
fever acute video and pamphlet for 
care acute care

Influenza Mailed and telephone $3,000 $42,000 $39,000 Hospital
immunization reminders

Asthma Identification of at-risk $30,000 $200,000 $170,000 Emergency 
emergency population; client and room
department physician/staff education
initiative

Diabetic Identification of at-risk $30,000 $165,000 $135,000 Hospital
amputation population; client edu-
prevention cation about foot care
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benefits experienced by workers as long as these workers stay in the commu-
nity, even if they change jobs.

• Some people prefer to work where there are active health promotion activi-
ties. Some people choose their health plans because they provide such pro-
grams. If evidence can be found that this is happening, it can be used to justify
such programs for corporate employers.

Consider the following two plan development case studies.

Plan Development: Case Study One

A midsized managed care organization (an HMO) has 200,000 enrollees. It is com-
mitted to designing programs and services to improve the quality and decrease the
costs of health care for its members. For example, these programs address smoking
cessation to reduce heart disease mortality, eye screening for diabetics to reduce blind-
ness, and education for asthmatics to reduce their need for emergency care. Out-
comes of the health promotion programs are examined at three levels: enrolled
members, employers, and society (see Exhibit 16.2).
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EXHIBIT 16.2. POTENTIAL LEVELS AND TYPES OF 
BENEFITS FROM AN HMO’S HEALTH PROMOTION PROGRAMS.

Members
• Improved quality of life (for example, stress reduction)

• Less morbidity and disability (for example, back pain management)

• Lower mortality (for example, influenza immunizations for the elderly)

• Lower health care costs (for example, reduced emergency care for asthma)

Employers
• Reduced time lost from work (for example, from absenteeism)

• Improved productivity

• Lower health insurance premiums

• Increased employee satisfaction; better recruitment and retention of workers

• Ability to meet labor union contract requirements

Society
• Improved economic productivity

• Lower health costs

• Community benefits (for example, less risk of infectious disease)
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Many disease care programs are aimed at improving quality and reducing costs.
A process has been developed to assist the organization in the selection and prioriti-
zation of projects, or interventions. The projects are first considered by a quality project
evaluation committee, which considers the value of the project and whether its out-
comes can be tracked by an evaluator. An analysis is then conducted to determine the
potential impact and applicability of each project to the managed care organization’s
population. The analysis has four stages: a review of the relevant literature, a review
of available demographic databases, a determination of estimated cost savings, and
a determination of each project’s costs (Table 16.3 displays the hypothetical outcome
of such an analysis).

The initial stage in determining the feasibility of a project is a review of the rele-
vant literature, including peer-reviewed published literature. The literature is studied
to determine the intervention’s potential impact. For example, according to the liter-
ature, a program to encourage the use of aspirin in individuals with coronary artery
disease (CAD) has shown fewer fatal and nonfatal events, improved quality of life, and
lower costs. It has been reported that aspirin use can lead to a 34 percent reduction
in nonfatal heart attacks, a 31 percent reduction in nonfatal stroke, and a 17 percent
reduction in vascular deaths (Antiplatelet Trialists’ Collaboration, 1994).

The second stage includes a review of demographic databases to determine the
potential impact of an intervention for the population of interest. Membership sys-
tems can be used to determine the number of members in a particular age or gender
group. A computerized client record system can be used to determine the number of
hospital admissions or ambulatory visits in the population of interest with a particular
diagnosis. For example, the number of members with a myocardial infarction or the
number of office visits for depression can be obtained from the plan’s computerized
patient and member information system. Information about the demographics of the
membership can be used to target and tailor the project to the group or subgroups
of interest: for example, influenza immunizations for nursing home residents.

The next step includes a determination of potential savings and the incremental
cost to the health care organization of treating a member with the disease in ques-
tion. The literature can be used to help determine the cost per year of medical care
for a member with the disease. For example, one $10,000 hospital admission avoided
per 1,000 plan members reduces each member’s average cost by $10.

The final step is a determination of the costs of the program. In Table 16.3 these
costs are for the health plan. Costs could also be calculated for the patient, such as
travel and waiting time costs. Costs could also be calculated for the employer, such
as days lost from work.

These steps are summarized in Table 16.3 for coronary artery disease (CAD), dia-
betes, and depression. The literature review generated the findings on these potential
interventions and their impact on health. The plan’s demographic database was used to
determine the prevalence (percentage of members with the condition and the 5,600
members of this HMO who are affected). The incremental program costs are calculated
as a cost per year per member with the disease. In the case of CAD, a four-part inter-
vention (lipid control, smoking cessation, beta blockers, and aspirin) was projected to
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cost $5,169 per member with the disease (5,600 members times $5,169 would give
the total program cost per year). The three outcomes of this CAD program are the
combined results of all four interventions.

The potential savings from the programs for CAD, diabetes, and depression in re-
duced hospital use are not quantified in this table. The information in Table 16.3 is at
the heart of the business plans developed by the staff of the HMO, however. These
plans were presented to the clinical management committee that selects the programs
that can be funded within the money available. In this case, all three programs were
approved.

Plan Development: Case Study Two

Another similar health plan has taken this kind of analysis further. It has developed a
list of programs estimating the total cost of each program (see Table 16.2, displayed
earlier in this chapter). These programs are for pediatric fevers, influenza immuniza-
tions, asthma, and diabetes care. The health plan estimates the total program costs;
the savings from fewer office visits, hospital admissions, and emergency service use;
and the net savings from the perspective of the plan. These costs and savings become
the target objectives for the program managers. A year later, the health plan man-
agers will look to see if these goals have been met. Where families have a choice of
health plans, competition can have its effects. If one plan offers a popular health pro-
motion program, then its competitors may have to do so too or lose members and
their premium revenue. This change in revenue can be compared to the costs of the
program. For government programs the logic of politics may result in different deci-
sions. More money may be spent in a “swing state” in hopes of winning the next
election rather than on better programs.

Summary

In an era of evidence-based medicine, nursing, and management and an era 
of cost control, health promotion program managers will need to be able to jus-
tify their programs within the context of their organizations. This requires an-
swering these questions: What is the evidence that a program works? What is
the content of the program? What does it do and will it cost? How many peo-
ple will benefit, in what ways, and by how much? The program manager should
be able to combine this information into a plan, budget projection, and perfor-
mance measurement system to show whether the program has met or will meet
expectations.

Good intentions alone will not justify the continuing existence of a health
promotion program.
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The landscape for health promotion will continue to change over the next ten
years. More sociodemographic and economic changes will occur, including

further growth in the aging population, increased diversity and urbanization in
the U.S. population, community-based assessement and delivery of health care.
In the future, as discussed in Chapter Three, communities will further increase
their participation in the design, building, and evaluation of health promotion
policies and programs worldwide.

Predicting the future generally rests in the realm of the soothsayer (or the
strategic planner) rather than that of the health care professional. Nonetheless, a
general guide to the most pronounced features of health promotion in the near
future follows.

Demographic Shift Toward the Aging

The population of the developed world is aging, thus straining health care systems
throughout this region. Further, populations are becoming increasingly diverse.

Worldwide, the projected rate of increase in the world’s elderly population
will be faster than that of the world’s child population. Among the elderly world-
wide, the segment of those aged eighty and older is the fastest growing. Most of
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these octogenarians live in developed countries now; however, it is projected that
by 2020 the majority will live in developing countries (Organizacion Pan Ameri-
cana de la Salud, 1992).

In America, persons aged sixty-five years and older constitute the fastest grow-
ing segment of the population. By 2020, more than sixty-four million Americans
will be aged sixty-five years or older, constituting nearly 22 percent of the U.S.
population. Women will predominate; minorities, however, will be underrepre-
sented in this age group (Koplan & Livengood, 1994).

By the year 2020, the dependency ratio (that is, the proportion of persons not
participating in the workforce to those who do participate) will increase because of
the larger numbers of aged persons present (U.S. Senate Special Committee on
Aging, 1991). This projection has obvious implications for changing health services
and social support. As a result, in the United States the issue of reform in the
Medicare and Social Security programs will continue to join the political agenda.

Policies and worldwide initiatives designed to encourage health promotion
among older persons are being proposed at present (for example, the World
Health Organization’s Aging and Life Course initiative), and will no doubt con-
tinue to emerge as lawmakers themselves also age. Health promotion across the
life span—from prenatal to elderly—will become important. To underpin these
efforts the concept of normality, in the sense of a common or prevalent finding (for
example, arthritis, root caries and periodontal disease, or an age-related increase
in blood pressure), will require redefinition. Health care professionals will need to
begin to view such normalities as risk factors for disease, rather than as immutable
facts of aging.

Health promotion among older men and women will include efforts to main-
tain functional independence and add years of healthy life, rather than simply to
elongate life. Increasingly, older Americans will be living alone and may need spe-
cial assistance to retain their independent functioning. This assistance will involve
help with performing activities of daily living (for example, bathing, dressing, and
eating) so that individuals may remain residents in the community rather than
being placed in long-term nursing care. Social support thus is a critical factor in
the older person’s ability to avoid institutionalization.

Chronic diseases are more common among the elderly than the young. A
considerable number of the major causes of death among persons aged sixty-
five and older—heart disease, cancer, stroke, chronic obstructive pulmonary dis-
ease, pneumonia, and influenza—are preventable or can be controlled. Changing
certain health behaviors (for example, stopping smoking, eating a balanced diet,
reducing sodium, losing weight if overweight, and increasing physical activity)
can reduce the risk of disease among older adults (Institute of Medicine [IOM],
1990).
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People age sixty-five and older consume about one-third of all prescriptions
that are dispensed (Cassel et al., 2003). With the recent passage of “Medicare
D” (The Medicare Prescription Drug, Improvement, and Modernization Act),
the cost of these medications, particularly to low-income elderly, may be more
fully covered by Medicare. The appropriate use of medications, both prescribed
and over-the-counter, is critical to health promotion among older persons. Ad-
verse reactions may be exacerbated by decreased kidney and liver functions as
individuals age; these physiological alterations can change the way the body
processes medications. Different drugs or lower doses may be used to offset these
alterations.

The impact of medications and also general medical treatment on oral health,
through increasing, for example, dry mouth (xerostomia) and orofacial pain, is in-
creasingly important as individuals age (Narhi, Vehkalahti, Siukosaan, & Ainamo,
1998; Vargas, Kramarow, & Yellowitz, 2001; USDHHS, 2000). As detailed in
Chapter Eight, oral health has considerable impact on medical health in assisting
with nutritional adequacy and in moderating the advent or progression of type 2
diabetes, cardiovascular disease, stroke, and aspiration pneumonia (USDHHS,
2000; Budtz-Jørgensen, Chung, & Rapin, 2001).

Particularly among older individuals, health care professionals can monitor
health status to detect early signs of health problems that would threaten inde-
pendence, and can ensure accurate distinctions in diagnosis. For example, in-
creased use of screening tools in primary care for the assessment of depression
and early cognitive deficits, such as the deterioration of memory, orientation, gen-
eral intellect, specific cognitive capacities, and social functioning—the clinical pre-
cursors to dementia and Alzheimer’s disease—will become more important. As
patients with Alzheimer’s disease, particularly those with advanced disease, may
be expected to deteriorate in function over time, regular discussions between fam-
ily and health care professionals about appropriate medical care regimens as well
as health promotive approaches to enrich quality of life are critical (Sheinfeld
Gorin, Heck, Albert, & Hershman, 2005).

Clearly, increased resources will need to be devoted to the elderly; given a de-
clining workforce, however, from where will the resources come? By 2013, if cur-
rent U. S. trends continue, one out of every four dollars of personal consumption
will be spent on health care (Heffler et al., 2004). An ethic of personal and fam-
ily responsibility for health and the importance of lifestyle changes could again
become an ideology to justify resource distributions. In contrast, an ideology that
supports a fair, equitable distribution of bargaining power and resources among
children, the young, working adults, and the old could be encouraged. A uniform
political will, as well as economic munificence, will be required to support the cho-
sen policy aims.
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Health Insurance and Worksites

Three out of every five nonelderly Americans receive employer-based health in-
surance, either from their own employer or another family member’s, and many
of these insurance plans cover preventive health care. Economic downturns, com-
bined with less workplace insurance coverage of workers’ families, have reduced
and will reduce that coverage, with serious consequences for the health of em-
ployees and their families, particularly low-wage earners, who are disproportion-
ately African American or Latino.

Even among the insured, however, economic changes have altered the social
contract between employer and worker (particularly those workers shifted from
permanent to contractual or part-time jobs) and in many cases have eroded the
quality and scope of health insurance coverage and other employee benefits such
as employer-funded pensions. To reduce labor costs, employers are increasing the
portion of health insurance premiums paid by employees, especially for depen-
dents, and are introducing other cost-sharing devices. The costs of increased em-
ployer efficiency thus continue to be borne by individual workers, and the effects
are felt by them, their families, and their communities.

As discussed in Chapter Fourteen, increased employer production efficiencies
leading to an outsourced or reduced labor force have also placed increased psy-
chosocial demands on those who remain employed, because they must do more
work at their old level of compensation. Unpleasant or dangerous physical con-
ditions such as crowding, noise, air pollution, or ergonomic problems, may delimit
productivity (National Institute for Occupational Safety and Health, 1999). Owing
to labor uncertainties, workers often stay in positions they dislike or perceive to
be below their level of competence, and these circumstances can lead to deleteri-
ous health consequences (Pelletier, 1994). Furthermore, employers, seeking better
locations or economic conditions, may rearrange the physical workspace or change
the location of the worksite, often requiring increased commuting from workers,
or may threaten workers with job elimination through out-sourcing the work to
other locales or further automation. As a result of fewer union protections, work-
ers’ concerns about job security and midlife career changes have increased
(Stokols, Churchman, Scharf, & Wright, 1990), often leading to psychological
stress, elevated blood pressure, performance decrements, and increased illness
symptoms (Novaco, Stokols, & Milanesi, 1990; Schaeffer, Street, Singer, & Baum,
1988; Bocchino, Hartman, & Foley, 2003; Kenny & Cooper, 2003).

Yet worksites have the potential to serve as centers for community-based
health promotion initiatives in the future. One study found that every dollar spent
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on Citibank’s worksite health promotion program saved nearly $5 in medical ex-
penditures (Ozminkowski et al., 1999). Several other studies have found similarly
high returns on investment for worksite health programs (Ozminkowski et al.,
2002; for a review, see Aldana, 1998).

As detailed in Chapter Fourteen, organizations can enhance wellness by im-
plementing organizational health scans, such as checklists or organizational surveys of
the elements that seem most beneficial to morale and productivity. Changes can
be tracked over time and among departments. Eventually, organizations can share
their findings, creating a “Health Fortune” database useful to business leaders,
policymakers, health providers, and researchers committed to continuously
improving an increasingly diverse, health-insurance dependent and production-
oriented workplace.

Growth in Community- and Evidence-Based Health Care

Communities will become a larger focus for health promotion in the future.

Focus on Health of the Community

As described in Chapter Three, health plans, such as Blue Cross Blue Shield and
Group Health Cooperative of Puget Sound, have become more involved with the
health of local communities. They have applied the techniques of managed care
to insuring health care for a defined population (Manley, Griffin, Foldes, Link, &
Sechrist, 2003). Because of their large size, these plans are likely to be active par-
ticipants in the decisions regarding the provision of preventive services.

Most of these plans have implemented disease management programs that
are designed to improve the clinical and economic outcomes for such chronically
ill individuals as those with asthma, diabetes mellitus, depression, and rheumatoid
arthritis. These programs often involve client self-management education, health
care professional education, and screening, with routine reporting and regular feed-
back loops to support communication among these structures. Risk reduction
through smoking cessation, for example, has been incorporated into many of these
programs. Although programs are increasingly being asked to demonstrate im-
provement in clinical quality across several diseases, using uniform and clinical
meaningful metrics, they have already demonstrated improved quality of care for
depression (Neumeyer-Gromen, Thomas Lampert, Stark, & Kallischnigg, 2004).

Using disease management programs as a model, these programs may inte-
grate clients, health care professionals, and varied health care sectors to enhance
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prevention in communities. They may also partner with others, using their power
to encourage education, legislation, and regulations to, for example, prevent the
initiation of tobacco use or encourage seat belt use among children and their par-
ents. Alternatively, based upon the relative cost advantage of mortality for the
most vulnerable, these plans may choose to fund fewer preventive services and
thereby provide less care over an individual’s shorter life span.

Evidence-Based Health Care

Accountability to consumers, providers, and regulators is an important feature of
equitable health care. Generally, evidence is used to denote something that makes
another thing evident; in clinical medicine the strongest evidence rests on a posi-
tivist base derived from a randomized clinical trial or a rigorous observational
study (as described further in Chapter Two).

The application of evidence to health care, through evidence-based guide-
lines, offers advantages of consistency, predictability, and objectivity, as well as cost
containment, that general advisory statements do not. The health care profes-
sional must balance, in the use of guidelines, the goal of standardization against
the need for clinical flexibility. To achieve this balance, the Institute of Medicine
(2003) has recommended that private accrediting entities and state regulatory bod-
ies require that health plans publish their clinical practice protocols, along with
the supporting evidence, thereby opening these protocols to professional and con-
sumer review (Bloche, 2001).

Of late, employers have begun to review report cards from the Health Plan Em-
ployer Data and Information Set (HEDIS) and accreditation ratings from the Joint
Commission on Accreditation of Healthcare Organizations (JCAHO) when mak-
ing decisions about the health care services that they purchase. Further, many of
these report cards, even those for individual health care professionals, have be-
come available to consumers, on the Web (see, for example, State of California,
Office of the Patient Advocate, 2005; Mukamel, Weimer, Zwanziger, Gorthy, &
Mushlin, 2004/2005). Although few of these report cards highlight prevention,
they can aid in patients’ selection processes, lead to more informed choices, and
improve access to the best providers for racial and ethnic minorities. If systems
such as HEDIS continue to emphasize prevention and if useful information com-
paring providers on prevention becomes increasingly available, managed care en-
tities and health plans will continue both to push for further evaluative
mechanisms and to view the provision of cost-effective preventive services as a
competitive tool for increasingly informed consumers.

The recommendations of the U.S. Preventive Services Task Force (USPSTF)
and of the Task Force on Community Preventive Services (in The Guide to Com-
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munity Preventive Services: What Works to Promote Health? by Zaza, Briss, & Harris, 2005)
will continue to increase in importance in the United States. Both sets of recom-
mendations use cost effectiveness as a consideration; given the certain growth in
health care costs in the future, this concern will surely increase in importance
alongside evidence-based outcomes. Explicit policy ramifications of health pro-
motion programs will also become more important in the future.

The USPSTF is discussed in detail in Chapter Three. As The Guide to Com-

munity Preventive Services (the Guide) focuses on the community rather than the indi-
vidual health care professional, its recommendations will be of particular interest
to the field of health promotion as its guidelines increase (Briss et al., 2000). Given
the pace of evidence-based recommendations, however, health promotion prac-
tice may outpace scientific guidance.

Choosing the Measures. It has been suggested that the focus of health promo-
tion in the twenty-first century is finding the answer to the question, What makes
people healthy? Policies and programs designed to build healthy communities and
workplaces, strengthen social networks for health, and increase people’s abilities to
lead healthy lives are considered key to health promotion. The effects of health on
wealth creation are yet to be fully measured.

A central question at the heart of these efforts, however, concerns obtaining
a clear and consistent measurement of health. As discussed in Chapter One,
health is a multifaceted concept. Measures of mortality, morbidity, and the use of
health services are insensitive to short-term and small effects. Measures of health
at the population level, such as the population attributable fraction or quality-
adjusted life-years (that is, measures of the benefit of a health intervention in terms
of a person’s time spent in a series of quality-weighted health states) are imper-
fect. Local government measures of the determinants of health may rest on un-
reliable data sources. As discussed further in Chapter Twelve, indicators that are
important to many community members, such as rates of violence, are difficult
to quantify. Measures of the impact of important lifestyle factors such as diet,
physical activity, and obesity are still less widely accepted, and so less useful, than
are those for tobacco (see, for example, Royce, Sheinfeld Gorin, Edelman,
Rendino-Perrone, & Orlandi, 1990a, 1990b), although, with funding support,
these measures will improve in the future. It is difficult to select control popula-
tions against which to evaluate changes in programs and policies.

The challenge of developing tools to collect and evaluate evidence in response
to the question of measuring health is daunting. A shift from measuring deficits
to examining resilience and new models of community participation will move
the field forward. As discussed in Chapter Two, theoretical models that incorpo-
rate multilevel concepts of health promotion and that explain changes in health
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over time are needed. Findings from studies using more comprehensive models of
health promotion and better operationalized measures will, in time, be used both
to evaluate and to enhance community planning, clinical programs, and health
care professional and client dialogues.

In addition to the challenges of defining, choosing, and evaluating evidence,
using the Guide as an exemplar, numerous methodological and political difficulties
arise in consulting with stakeholders so that the findings from their participation
are balanced and reliable. And, it is vital that outcomes that are simpler to under-
stand and more reliably measured, such as costs, must not displace quality (or qual-
ity of life) as desirable community aims (Campbell, 1974; Sheinfeld Gorin, 1985).

Yet considerable methodological movement forward has been made—for ex-
ample, with measures of “comprehensive community initiatives” (Weiss, 1995)
and, in the field of social epidemiology, with the development of rigorous frame-
works for triangulating qualitative and quantitative sources of evidence and for
cluster randomization, time series measurement, and Bayesian and decision analy-
sis modeling. These methods will continue to expand the repertoire of the health
promotion researcher and further found practice (Parry & Stevens, 2001).

Developing Evidence for Health Promotion. Despite its increasing importance
to all areas of health care, evidence-based practice is still relatively foreign to the
change-oriented field of health promotion. Further, the use of the randomized
clinical trial for evaluating health promotion programs has become a focus of de-
bate. Although it is the gold standard of scientific evidence, many of the outcomes
of interest to health promotion programs, such as intersectoral collaborations to
improve quality of life, are nearly impossible to design and test using this method-
ology. In the future, new models will emerge to evaluate health promotion pro-
grams, often with more distal outcomes. Some may rely on the logic framework
used by the Guide, that is, a diagram that maps out a chain of hypothesized causal
relationships among determinants, intermediates (including mediators, which spec-
ify how or why effects hold; moderators or effect modifiers, which define under
what conditions effects hold; and particularly in observational studies, confounders
or predictors of outcome, which are associated with the exposure[s]), and health
outcomes (Baron & Kenny, 1986; Bauman, Sallis, Dzewaltowski, & Owen, 2002;
Gordis, 2000).

In addition to the qualitative approaches described briefly in Chapter Two,
other, more novel approaches to evaluating evidence on the effectiveness of health
promotion practice have been suggested. For example, in legal practice, evidence
is often a mixture of stories, witness accounts, police testimony, expert opinions,
and forensic science. It frequently comes from multiple sources and from persons
of widely ranging expertise. Evidence requires interpretation of accounts that vary
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in their ontological origins (McQueen, 2001). These forms of evidence may be in-
troduced into logic frameworks for the evaluation of health promotion programs.

Health Impact Assessments. The health consequences are explicit (and intended)
in the programs addressed by the Guide and other evidence-based guidelines. How-
ever, public investments in other services and resources, ones that may span sev-
eral sectors, such as building new highways or sports stadiums, also have implicit
consequences on both health and health inequalities, and these consequences re-
quire elucidation. Such concerns may be addressed by a formal, systematic analy-
sis (health impact assessment, or HIA) to prospectively assess the potential health
impacts of proposed projects, programs, and policies. Uncommon in the United
States but well accepted in Europe and Canada, the HIA has been widely used
to increase community participation in decision making on issues that affect health
or alongside environmental impact statements (Parry & Stevens, 2001; Cole et al.,
2004). In the near future an HIA could examine the impact of intersectoral ef-
forts to reduce obesity, or the effects of tax policies on the health of the entire pop-
ulation or on health disparities among subgroups (Cole et al., 2004). As discussed
previously, increasing adoption of the HIA would require concurrent method-
ological advances to measure and assess community changes, and newer models of
community participation.

The Role of Primary Care in Health Promotion

The most recent report of the Medicare Payment Advisory Commission (Med-
pac) (2005) has proposed that Congress should establish a quality incentive pay-
ment policy for physicians in Medicare. A pay-for-performance system is intended
to improve the quality of care for beneficiaries. It could result in higher or lower
payments for individual health care providers, depending on the quality of their
care. Although the measures of quality to be used will expand, change, and im-
prove over time, initially some measures of appropriate monitoring, follow-up,
and coordination of patient care will be collected. As described in Chapter Three,
primary care physicians in particular have not yet met all the Healthy People 2010

goals for health promotion, and meeting these aims will be a challenge for many.

Academic Detailing

One promising strategy to increase physician compliance with evidence-based guide-
lines and to overcome physician barriers to health promotion is academic detail-

ing. Academic detailing applies to physician involvement in health promotion the
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approach used by pharmaceutical salespersons. Academic detailers employ a brief,
focused intervention, repeated at periodic intervals with the physician, in which
they share materials and approaches that are tailored to the physician’s barriers
to, for example, preventive screening. Traditionally employed by pharmaceutical
companies to promote prescription drug uptake among physicians, this approach
has been found effective in many studies in which it has been evaluated (Shein-
feld Gorin et al., 2000; Sheinfeld Gorin et al., in press; Honda & Sheinfeld Gorin,
2006; Thomson O’Brien et al., 2000; Schaffner, Ray, Federspiel, & Miller, 1983;
Keys et al., 1995; Daly et al., 1993; Wyatt et al., 1998; Benincasa et al., 1996;
Horowitz et al., 1996; Leninger et al., 1996; Dietrich, Sox, Tosteson, & Woodruff,
1994; Davis, Thompson, Oxman, & Haynes, 1995; Hulscher, Wensing, van der
Weijden, & Grol, 2002).

Fundamentally, academic detailing seeks to change physicians’ attitudes and
beliefs toward prevention and health promotion through persuasive communica-
tions and to alter their knowledge (or cognitions) though tailored feedback and
reinforcement. Concomitantly, it assists with the creation or maintenance of a
prevention-oriented office, through staff training and through the provision of
cues in office procedures (for example, flagged medical charts) to enrich the physi-
cian’s memory of new information and to reinforce behavioral patterns.

Role of Informatics

To provide optimal care under a pay-for-performance program, physicians offices
will need office-based systems capable of tracking numerous patient interactions
over multiple settings of care, pharmaceutical use, test results, and continually
evolving clinical guidelines. In fact, even manual office-based systems have been
found to increase the provision of preventive care (Zapka, Puleo, Vickers-Lahti,
& Luckmann, 2002; Dickey, Gemson, & Carney, 1999). Those offices that have
put systematic processes, particularly computerized information technologies (IT)
in place to improve care management, however, will be rewarded, so as to increase
the use of electronic health records (Medpac, 2005).

Interactive media hold particular promise for enhancing the physician and
patient interchange. A recent study suggests that Internet access is available to
nearly three-quarters of all physicians (Kassirer, 2000; Jadad, Sigouin, Cocking,
Whelan, & Brownman, 2001; Friedewald, 2000; Winkler, & Silberg, 1998; Glode,
1996). The Web is being used effectively to study disease, to educate, to train
(Hayes & Lehmann, 1996; Harris, Salasche, & Harris, 2001; Chan, Leclair, &
Kaczorowski, 1999), and to certify health care providers, even about the Web it-
self (Chi-Lum & Durkin, 1999). Interactive, digital programs offer promise both
for enhancing health care provider understanding of evidence-based guidelines
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to improve the quality of care and for increasing providers’ health promotion com-
munication with patients.

In addition, the relatively new field of public health informatics—that is, the
systematic application of information and computer science and technology to
public health practice, research, and learning (Friede, Blum, & McDonald, 1995;
Yasnoff, O’Carroll, Koo, Linkins, & Kilbourne, 2000)—suggests that information
technology (IT) could enhance the health of communities and their populations
as well. In particular, as described in Chapter Thirteen, new and improved infor-
mation systems for public health will be necessary because of the risk of acts of
chemical and biological terrorism, for which current national IT systems are ei-
ther inadequate or nonexistent. Privacy concerns, however, will remain a chal-
lenge as these IT systems increasingly integrate and coordinate our health records
and other data describing our lives.

Integration with Complementary and Alternative Medical Approaches

Interest in the integration of complementary and alternative medicine (CAM)
with more orthodox medicine will continue to grow and expand over time. The
CAM field has been legitimized by the formation of the National Institutes of
Health National Center for Complementary and Alternative Medicine and the
involvement of many noted scientific groups and universities in its study (for ex-
ample, Columbia University’s Richard & Hinda Rosenthal Center for Comple-
mentary & Alternative Medicine), and its formal integration into clinical practice
(for example, the Integrative Medicine Service at Memorial Sloan-Kettering Can-
cer Center offers therapeutic massage, music therapy, meditation, acupuncture,
and mind-body therapies as well as research, education, and training in the area).

Yet the two approaches to health care—orthodox and complementary—
continue to reflect two different cultures, especially of science. Orthodox medical
practice tends to view complementary approaches as placebos, or factors that are
without specific activity for the condition being treated or evaluated (Shapiro & Mor-
ris, 1978). Orthodox medicine also views complementary and alternative medicine
as using a less rigorous and a more qualitative approach to research. Several method-
ological obstacles to evaluating CAM remain, including the difficulty of defining a
control or comparison condition for study and the variability of care from client to
client, thus making treatment comparisons difficult (Levin et al., 1997). Further, the
two approaches speak different languages in describing their health promotive ac-
tivities. Nonetheless, in the future, more contact between the two sets of approaches
will yield more integration in effective health promotive interventions, more conso-
nance in their conduct of scientific inquiry, an expansion into spirituality, and the
continued expansion of integrative clinical services, based on consumer demand.
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Mental Health Promotion

According to a recent estimate from the World Health Organization, mental ill-
ness constitutes about 10 percent of the global burden of disease, suggesting the
critical importance of mental health promotion. Depression will be one of the
largest health problems worldwide by the year 2020 (Herrman, 2001). Depressive
symptoms are associated with the development of ischemic disease as well as with
poorer outcomes among patients who have preexisting cardiovascular disease
(Glassman & Shapiro, 1998). In addition to cardiovascular risks, depressive symp-
toms are linked to higher morbidity and mortality in a number of other diseases,
such as risk for cancer in older persons (Penninx et al., 1998); all-cause mortality
in medical inpatients (Herrmann et al., 1998); risk for osteoporosis (Michelson et
al., 1996); lessened physical, social, and role function; worse perceived current
health; and greater bodily pain (Wells et al., 1989; IOM, 2000). As explored fur-
ther in Chapter Fifteen and under the heading “Positive Psychology Perspective”
in Chapter Two, mental health promotion involves an orientation toward health
and not just treatment of illness. In the future, mental health promotion will in-
volve a better understanding of the nature of mental health and mental illness as
well as the development of policies and programs across multiple sectors, includ-
ing law, social services, housing, and health, to alter the conditions that are con-
ducive to health in its entirety.

Concern for Social Justice: Equity in Health Promotion

America’s citizens who are poor—particularly poor children, the unemployed,
and the economically marginal or exploited among racial and ethnic minorities—
face social situations that place them at high risk for disease and premature death.
In fact, poverty—partly because it is often associated with comparatively low lev-
els of education—leads to poorer health prospects overall (Marmot et al., 1991;
Tyroler, 1989; Salonen, 1982; Dayal, Power, & Chiu, 1982; Haan, Kaplan, &
Camacho, 1987; Baquet, Horm, Gibbs, & Greenwald, 1991; Winkleby, Jatulis,
Frank, & Fortmann, 1992; Guralink, Land, Blszer, Fillenbaum, & Branch, 1993;
Charlton & White, 1995; Pappas, Queen, Hadden, & Fisher, 1993).

African Americans, in particular, have shown less movement toward health
and are less likely to continue to move forward. For example, although white
women have the highest incidence of breast cancer, black women have higher
death rates from this disease. This finding is of particular concern for those com-
mitted to equitable health care.
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Increasingly, the poor and underserved receive care through managed care
organizations, Medicare, and Medicaid. A recent Institute of Medicine report
urged that the same patient protections that apply to the privately insured should
apply to those in publicly funded plans (Hashimoto, 2001). More and better in-
surance coverage for screening and counseling would encourage wider use of
these services. Governments may encourage coverage for preventive services by
commercial insurers and managed care entities by developing a market for such
products and ensuring that they are financially viable. At present, many Ameri-
cans have not received the clinical preventive services they need, in part due to fi-
nancial barriers, thus contributing to the high levels of preventable morbidity and
mortality in the population.

In addition, the number of individuals who are uninsured remains a prob-
lem, and that number may be increasing, particularly among children. As dis-
cussed in Chapter Three, forty-four million persons, including 11.2 million
children, are without any health insurance because they are employed by firms
that do not offer coverage or because they live below the poverty line and cannot
afford it (U.S. Bureau of the Census, 2004). Uninsured children are more likely
than the insured to lack a usual source of health care, to go without needed care,
and to experience worse health outcomes (Institute of Medicine, 2002). Nearly
30 percent of children without coverage are under six years old, and one in three
uninsured children lives in a family with an income below the poverty line (Mills
& Bhandari, 2003; Employee Benefit Research Institute, 2004).

Of course, access to preventive services depends on more than insurance cov-
erage. Access also depends on the provision of enabling services, such as trans-
portation and the means to increase health literacy and reduce language barriers.
National health policies could encourage equity in access to health services. These
policies could be implemented by local coordinating bodies, such as the public
health department, and overseen by a federal agency, such as the Centers for Dis-
ease Control and Prevention (CDC) or the Centers for Medicare and Medicaid
Services (CMS) (CDC, 1995, 1996). Continued advocacy from the health care
field, coupled with federal legislation and strong federal public health leadership,
will be necessary to promote health among society’s most vulnerable members.

Implications for Diverse Subpopulations

The well-documented disparities in morbidity and mortality from major diseases
for blacks and Hispanics relative to whites, using varied measures, highlight the
pressing need for health promotion programs that are culturally competent and
tailored to relevant predisposing, enabling, and need-related factors as well as to
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the environmental conditions experienced by these populations. Of course black
and Hispanic subgroups display considerable internal diversity as well, necessi-
tating tailored, culturally relevant interventions both between and within sub-
groups. Some of the internal variations may be greater and more relevant to
health promotion than the variations between the larger population groups.

For example, Latinos, the fastest growing population in the United States, are
a highly diverse racial and ethnic subgroup. The U.S.–resident Latino population
comprises Mexican Americans (66.9 percent of U.S. Latinos), mainland Puerto
Ricans (8.6 percent), Central and South Americans (14.3 percent), Cubans (3.7
percent), and “other” Latinos (6.5 percent), a group that includes Latinos from
the Dominican Republic and Spain, those with multiple Latino backgrounds, and
those who do not identify with any one Latino group (U.S. Bureau of the Census,
2000).

Consequently, Latino subgroups vary in their disease (particularly, cancer) risk
factors, including their rates of smoking and drinking alcohol and their patterns of
dietary intake and exercise (Winkleby, Fortmann, & Rockhill, 1993; Loria et al.,
1995; Gans et al., 2002; Cervantes, Gilbert, Salgado de Snyder, & Padilla, 1990;
Epstein, Botvin, & Diaz, 2001; Gordon-Larsen, Harris, Ward, & Popkin, 2003;
Perez-Stable et al., 2001). Overall, Latinos are less likely than whites to obtain rec-
ommended cancer screening services, due to economic, educational, cultural, and
other structural barriers (Phillips, Morrison, Andersen, & Aday, 1998; National
Center for Health Statistics, 2000; Sheinfeld Gorin & Heck, 2005). Psychosocial
barriers, such as fear of screening and a sense of fatalism are important predic-
tors of screening compliance among Latino subgroups (Sheinfeld Gorin, 2005).
Their rates of disease (particularly cancer) morbidity and mortality also differ by
subgroup (Mallin & Anderson, 1988; Rosenwaike & Shai, 1986; Warshauer, Sil-
verman, Schottenfeld, & Pollack, 1986).

These findings suggest the vital importance of tailoring health promotion pro-
grams to population subgroups that are highly internally diverse.

Values for the Practice of Health Promotion

Because of major changes in the sociodemographics of the American populace
and in the delivery of health care, in accountability, in technology, and in health
promotion, ethical issues will emerge as critical to future practice. Some of the
ethical questions to be answered in the near future are being posed now: for ex-
ample, Should decisions about the allocations of monies from federal and foun-
dation sources be made on the basis of the health of a community? Should health
promotion interventions be targeted to those most in need or those in largest num-
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ber? Is it morally acceptable (good) to smoke, to remain overweight? Should
women at high risk for breast cancer undergo genetic testing? Who should see the
results? How should the results be protected? What kinds of decisions about in-
surance, work, and family life should be made on the basis of these results?

Core Values

Given the challenges that the health care provider faces now and will face in the
future, those who are working with clients toward health promotion must articu-
late their personal and collective vision of the good life, health, and the good society.

They should make clear the values, models, and ideals they wish for individuals
and for societies. For example, do they hold an individualist or a collectivist vision
of society? They need “to explore and define what, very specifically, would be
right. Toward what, stated as clearly as may be possible, should we aim?” (Gal-
braith, 1996, p. 1).

In the United States, liberal philosophies of self-determination and rugged in-
dividualism generate fears of moralizing others’ actions or intruding into someone
else’s moral space (Etzioni, 1993; Sandel, 1996). Yet without moral direction, health
care professionals’ assumptions and practices may lead to abuses of power through
their presuming to know best what clients need, stigmatizing clients with labels that
imply deficits, or neglecting to consider social injustices (Prilleltensky, 1997).

A Dialogue on Values

In addition, health care professionals working to promote health may benefit from
strategies for translating core values into action. The aim would be to generate a
dialogue about the different conceptions of the good and how to arrive at them
(Sheinfeld & Lord, 1981; Prilleltensky, 1997). Consensus would not be sought, nor
would a particular conception of the good life, health, or the good society. An ex-
ample of a structure for this dialogue is found in Chapter Sixteen of the Health

Promotion Handbook (Sheinfeld Gorin & Arnold, 1998).
It is particularly important for the health care professional to seek consistency

in the application of values to ethical questions. This is a difficult undertaking.

Commitment to Change

The ethical decisions health care professionals must continue to make emerge within
a particular political context. At present, U. S. public policy for prevention is frag-
mented and fails to make use of the variety of strategies available to influence
health-promoting behaviors of individuals and institutions. The current array of
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community programs, funded largely through federal categorical or block grants
to state and local public health agencies and community organizations, is also frag-
mented, uncoordinated, and insufficient to improve the health of communities.

The political environment, increasingly conservative, reflects a move away
from “comprehensive” governmental solutions and toward incremental ap-
proaches in which a few problems are tackled at a time and a bipartisan con-
sensus is built. Congress itself tends to enforce this practice. In addition, when
popular bills are proposed, lawmakers and lobbyists add amendments, thus slow-
ing passage of the legislation. Further, seemingly small changes in health care
can bring unintended effects. For example, many businesses and states fear a rise
in premiums from any movement toward comprehensive efforts or an incre-
mental federal derailing of state plans for health care reform. Finally, at present,
little consensus exists regarding the direction of incremental changes.

Further, movement toward increased health has been slower among the more
vulnerable. Although some political attention, both nationally and in many states,
has of late been turned to the problems of health disparities, entirely new poli-
cies and programs designed to meet the needs of the most vulnerable members
of society are few. Dissemination of recent influential Institute of Medicine re-
ports (IOM, 2002, 2003, 2004) makes modifications of existing programs, such
as increased access to managed care and expansion of the trial insurance pro-
grams for the poor who are uninsured, more likely. Yet various political agendas
challenge each proposal. The traditional policy debate over the most efficient way
to provide health care to the poor emerges during each administration. On one
hand there are those who want to provide the poor with health insurance and
leave it to them to obtain the care they need. On the other hand are advocates for
special programs aimed directly at providing care for the poor (Fuchs, 1993).
Comprehensive health care legislation is only successful under a unique set of his-
torical forces, such as the push of the popularly rooted and widespread liberal
Democratic groups of the 1960s for many of the Great Society legislative initia-
tives, which led to the original passage, in 1965, of the Health Insurance for the
Aged Act (Medicare Act) (1994) and the Medicaid Act (1994) (Stocpol, 1996). In
general, legislation attends to specialized aspects of health promotion or to nar-
row interests, such as nutrition or the health of older Americans, rather than to
population-wide health.

Thus the leadership for comprehensive health promotion must arise from
among those most interested in it. The health care provider must assess the im-
pact of service delivery system alterations born of particular policy choices on
both the provision of care and its outcome for the most vulnerable members of
society. The focus of health care professionals concerned with health promotion
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must continue to move society toward the broadest aims of social justice (Rawls,
1971), so that all may be healthy.

Leadership in defining requisite action and necessary resources is needed. In
some other parts of the developed world as well as in many U.S. cities, commu-
nity lifestyle changes and multisectoral healthy public policies are burgeoning. A na-
tional health policy and appropriately funded programs are needed to achieve
equity in access to health promotive care. Even more critical is an equitable shar-
ing of society’s basic health determinants: nutritious food, basic education, safe
water, decent housing, secure employment, adequate income—and peace
(McBeath, 1991). Leadership from all sectors—government, communities, health
plans, and health care professionals in partnership with clients—is vital to ensur-
ing fair allocation of these resources.

The Role of Government

Government may play an instrumental role in promoting health as a public good from
which all benefit, rather than as a commodity to be bought and sold by self-interested
entities (U.S. Senator D. P. Moynihan, personal communication, December 10,
1997). Government may support the activities of other entities, such as worksites
and managed care companies, as well as lead efforts of its own. In particular the
CDC may play an important role in building partnerships between managed care
organizations, insurance purchasers, and public health agencies at all levels.

The Role of the Health Care Professional in Health Promotion

Given these potent forces for change, the role of the health care professional too will
alter. Emerging partnerships with clients will continue to demand a new approach
to the provision of care and a strong sense of the moral values underpinning actions
within these relationships. As health care organizations become larger and more
diverse and complex, the professional will need to listen more closely to the often
solitary and unique voice of the client.

In an effort to further strengthen professional preparation in health educa-
tion, the discipline in which the field of health promotion fits well, the Society for
Public Health Education (SOPHE) and the American Association for Health Ed-
ucation (AAHE) have established the National Task Force on Accreditation in
Health Education. The aim of this task force is to detail a plan for a coordinated
accreditation system for undergraduate and graduate programs in health edu-
cation. Its efforts are designed to enhance the profession and practice of health
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education and health promotion (Allegrante et al., 2004). In addition, through the
enlargement of the professional base on which to rest practice, SOPHE will itself
become a more potent intersectoral force, one that is capable of shaping the na-
tional policy agenda as well as creating an international presence (Allegrante,
1999). In so doing, it will provide a stronger platform from which professionals
may advocate for health promotion and to meet the goals of Healthy People 2010.

The greatest potential for improving the health status of populations rests in
policy change, community-based action, and research to improve effectiveness.
These strategies will, however, require increased sophistication in their use, with
health care professionals trained in community organization and group facilita-
tion and skilled in collaborating with those from other disciplines. As health care
professionals become more skilled at implementing policy change, the adversaries
of health promotion (for example, tobacco manufacturers or large agribusinesses)
will become more resolute. Health care providers will need tenacity to pursue
health promotive strategies in the face of this opposition, and assistance in tar-
geting these strategies to appropriate behaviors and groups.

Summary

In this final chapter the profound sociodemographic changes resulting from the
aging and diversification of the population have been outlined. In addition, ac-
countability for performance in the provision of services and applying evidence-
based interventions will remain strong themes for future practice, as health care
costs continue to rise. These changes will require that health care professionals
clarify the values on which their field rests. Social justice—ensuring accessible and
equitable care for society’s most vulnerable—remains a core value for health pro-
motion providers. To advance the value of social justice, change in the roles of
government, communities, health plans, managed care organizations, and health
care professionals is essential.

Take the challenge to promote health for all.
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