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CHAPTER 2
Beliefs, Values, and Health

LEARNING OBJECTIVES

Study the concepts of health and disease, risk factors, and the role of health promotion
and disease prevention.

Summarize the disease prevention requisites under the Affordable Care Act.

Get an overview of public health and appreciate its expanding role in health
protection both in the United States and globally.

Explore the determinants of health and measures related to health.

Understand the American anthro-cultural values and their implications for health care
delivery.

Evaluate justice and equity in health care according to contrasting theories.

Explore the integration of individual and population health.

“This is the market justice system. Social justice is over there.”
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46 Chapter 2 Beliefs, Values, and Health

Introduction

From an economic perspective, curative
medicine appears to produce decreas-
ing returns in h ealth improvement while
increasing health care expenditures
(Saward and Sorensen, 1980). Th ere has
also been a g rowing recognition of the
benefits afforded to society by the promo-
tion of health and the prevention of dis-
ease, disability, and premature death. Even
so, progress in this direction has been slow
because of the prevailing social values and
beliefs, which continue to focus on curing
diseases rather than promoting health.
The common definitions of health, as well
as measures for evaluating health status,
reflect similar inclinations. This chapter
proposes a b alanced approach to health,
although fully achieving such an ideal
is not without difficult challenges. The
10-year Healthy People initiatives, under-
taken by the U.S. Department of Health
and Human Services (DHHS) since 1980,
illustrate steps taken in this direction, even
though these initiatives have been typically
strong in rhetoric but weak in actionable
strategies and sustainable funding.

Anthro-cultural factors reflected in the
beliefs and values ingrained in American
culture have been influential in laying the
foundations of a U.S. health care system
that has remained predominantly private,
as opposed to at ax-financed national
health care program. Discussion of this
theme begins in this chapter and contin-
ues in the Evolution of Health Services in
the United States chapter, where failures
of past proposals to create a nationalized
health care system are discussed inthe
context of cultural beliefs and values.

This chapter further explores the issue
of equity int he distribution of health

services, using contrasting theories of mar-
ket justice and social justice. U.S. health
care delivery incorporates both principles,
which are complementary in s ome ways
and create conflicts in other areas.

Significance for
Managers and
Policymakers

Materials covered in this chapter have sev-
eral implications for health services man-
agers and policymakers alike:

The health status of a p opulation has
tremendous bearing on the utilization
of health services, assuming the services
are readily available. Planning of health
services must be governed by demo-
graphic and health trends and initiatives
toward reducing disease and disability.
The basic meanings of health, deter-
minants of health, and health risk
appraisal should be used to design
appropriate educational, preventive,
and therapeutic initiatives.

There is a growing emphasis on evaluat-
ing the effectiveness of health care orga-
nizations based on the contributions
they make to community and popula-
tion health. The concepts discussed in
this chapter can guide administrators in
implementing programs that have the
greatest value to their communities.
Quantified measures of health status
and utilization can be used by manag-
ers and policymakers to evaluate the
adequacy and effectiveness of existing
programs, plan new strategies, mea-
sure progress, and discontinue inef-
fective services.
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Basic Concepts
of Health

Health

In the United States, the concepts of
health and health care have largely been
governed by the medical model, more
specifically referred to as the biomedi-
cal model. The medical model defines
health as the absence of illness or disease.
This definition implies that optimal health
exists when a person is free of symptoms
and does not require medical treatment.
However, it is not a definition of health
in the true sense. This prevailing view of
health emphasizes clinical diagnoses and
medical interventions to treat disease or
symptoms of disease, but fails to account
for prevention of disease and health pro-
motion. Therefore, when the term “health
care delivery” is used, in reality it refers to
medical care delivery.

Medical sociologists have gone a step
further in defining health as the state of
optimal capacity of an individual to per-
form his or her expected social roles and
tasks, such as work, school, and household
chores (Parsons, 1972). A p erson who is
unable (as opposed to unwilling) to per-
form his or her social roles in society is
considered sick. However, this concept
also seems inadequate because many peo-
ple continue to engage in their social obli-
gations despite suffering from pain, cough,
colds, and other types of temporary dis-
abilities, including mental distress. Their
efforts are counterbalanced by individuals
who shirk their social responsibilities even
when they may be in good health. In other
words, optimal health is not necessarily
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reflected inap ersons engagement in
social roles and responsibilities.

An emphasis on both the physical and
mental dimensions of health is found in
the definition of health proposed by the
Society for Academic Emergency Med-
icine. According to this organization,
health is “a state of physical and mental
well-being that facilitates the achievement
of individual and societal goals” (Ethics
Committee, Society for Academic Emer-
gency Medicine, 1992). This view of health
recognizes the importance of achieving
harmony between the physiological and
emotional dimensions.

The definition of health developed by
the World Health Organization (WHO) is
most often cited as the ideal for health care
delivery systems; it recognizes that optimal
health is more than the absence of disease or
infirmity. WHO (1948) defines health as “a
state of complete physical, mental and social
well-being and not merely the absence of
disease or infirmity” As a biopsychosocial
model, WHO?’s definition specifically iden-
tifies social well-being as a third dimension
of health. For example, having a social sup-
port network is positively associated with
resilience to life stresses, self-esteem, and
social relations. Conversely, many studies
show that social isolation is associated with
a higher risk of poor health and mortality
(Pantell et al., 2013).

WHO has also defined a health care
system as all the activities whose primary
purpose is to promote, restore, or main-
tain health (McKee, 2001). As this chap-
ter points out, health care should include
much more than medical care. Thus,
health care can be defined as a variety
of services believed to improve a person’s
health and well-being.
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48 Chapter 2 Beliefs, Values, and Health

In recent decades, increased interest
has been directed toward holistic health,
which emphasizes the well-being of every
aspect of what makes a person whole and
complete. Thus, holistic medicine seeks
to treat the individual as a whole person
(Ward, 1995). F or example, within this
approach, diagnosis and treatment would
take into account the mental, emotional,
spiritual, nutritional, environmental, and
other factors surrounding the origin of
disease (Cohen, 2003).

In addition to the physical, mental,
and social aspects necessary for optimal
health, the spiritual dimension is incor-
porated as afourth element in h olistic
health (FIGURE 2-1). A g rowing volume
of medical literature, both in the United
States and abroad, points to the healing
effects of ap erson’s religion and spiri-
tuality on morbidity and mortality. The
importance of spirituality as an aspect of
health care is also reflected in a number of
policy documents produced by the WHO
(2003) and other bodies.

Based on their extensive review of the
literature, Chida etal. (2009) co ncluded
that religious practice/spirituality is asso-
ciated with reductions in deaths from all
causes as well as deaths from cardiovas-
cular diseases. Patients with heart disease
who attend regular religious services have

Physical

Holistic
health

Spiritual

FIGURE 2-1 The four dimensions of holistic health.

been found to have a significant survival
advantage (Oman etal., 2002). Religious
and spiritual beliefs and practices have
been shown to have a positive impact on
a person’s physical, mental, and social
well-being. In addition, many studies have
identified a positive relationship between
religious practice and protective health
behaviors (Chida eta 1, 2009).S everal
religious communities promote healthy
lifestyles in terms of (lack of) tobacco use,
(lack of) alcohol consumption, and diet.
An examination of the literature found a
reduced risk for cancer in these communi-
ties (Hoff et al., 2008). Spiritual well-being
has also been recognized as an important
internal resource for helping people cope
with illness. For instance, in a s tudy con-
ducted at the University of Michigan, 93%
of the women undergoing cancer treat-
ment indicated that their religious lives
helped them sustain their hope (Roberts
et al., 1997). Studies have also found that
a large percentage of patients want their
physicians to consider their spiritual
needs, and almost half express a desire for
the physicians to pray with them if they
can (Post et al., 2000).

The spiritual dimension is frequently
tied to one’s religious beliefs, values, mor-
als, and practices. Broadly, this dimension
is described as meaning, purpose, and
fulfillment in lif e; hope and will to live;
faith; and a persons relationship with God
(Marwick, 1995;R oss, 1995;S wanson,
1995). A clinically tested scale to measure
spiritual well-being included categories
such as belief in a power greater than one-
self, purpose in life, faith, trust in p rovi-
dence, prayer, meditation, group worship,
ability to forgive, and gratitude for life
(Hatch etal., 1998).In addition, several
formal assessments have been developed
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to help physicians address the spiritual
needs of their patients. One such tool is
the HOPE Questions, which enable physi-
cians to speak about spirituality with their
patients so as to obtain important informa-
tion about patients’ view of health care and
faith (Anandarajoh and Hight, 2001).

Respect for patient values and beliefs
is increasingly recognized as an import-
ant aspect of culturally appropriate care
by the medical community. An increasing
number of medical schools and continu-
ing education courses now offer formal
courses in spirituality in medicine (Fortin
and Barnett, 2004). Furthermore, the Joint
Commission (2003) r ecommends that
health care institutions accommodate and
assess patients’ spiritual beliefs and prac-
tices as a routine part of care.

The Committee on Religion and Psy-
chiatry of the American Psychiatric Asso-
ciation has issued a position statement to
emphasize the importance of maintaining
respect for ap atient’s religious/spiritual
beliefs. In fact, in 2013, “religious or spiri-
tual problem” was included as a diagnostic
category for the first time in the most recent
edition of the Diagnostic and Statistical
Manual of Mental Disorders, Fifth Edition
(DSM-5). The holistic approach to health
also alludes to the need to incorporate alter-
native therapies into the predominant med-
ical model.

Quality of Life

The term quality of life is used to capture
the essence of overall satisfaction with life
during and following a person’s encounter
with the health care delivery system. This
term is employed in two ways. First, it is
an indicator of how satisfied a p erson is
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with his or her experiences while receiving
health care. Specific life domains—such as
comfort factors, respect, privacy, security,
degree of independence, decision-making
autonomy, and attention to personal
preferences—are significant to most people.
These factors, in turn, are now regarded as
rights that patients can demand during any
type of health care encounter. Second, qual-
ity of life can refer to a person’s overall sat-
isfaction with life and with self-perceptions
of health, particularly after some medical
intervention. The implication is that desir-
able processes during medical treatment
and successful outcomes should subse-
quently have a p ositive effect on an indi-
viduals ability to function, carry out social
roles and obligations, and have a sense of
tulfillment and self-worth.

Risk Factors and Disease

The occurrence of disease involves more
than just a single factor. For example, the
mere presence of the tubercle bacillus does
not automatically mean the infected person
will develop tuberculosis. Other factors,
such as poverty, overcrowding, and malnu-
trition, may be essential for development of
the disease (Friedman, 1980). Hence, trac-
ing risk factors—attributes that increase
the likelihood of developing a p articular
disease or negative health condition in the
future—requires a broad approach.

One useful explanation of disease
occurrence (for communicable diseases,
in particular) is provided by the tripar-
tite model, sometimes referred to as the
Epidemiology Triangle (FIGURE 2-2). In
this model, the host is the organism—
generally, a human—that becomes sick.
Factors associated with the host include
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Host

Disease

Agent Environment

FIGURE 2-2 The Epidemiology Triangle.

genetic makeup, level of immunity, fitness,
and personal habits and behaviors. For
the host to become sick, an agent must
be present, although presence of an agent
does not ensure that disease will occur. In
the previous example, tubercle bacillus is
the agent for tuberculosis. Other examples
of agents include chemicals, radiation,
tobacco smoke, dietary indiscretions, and
nutritional deficiencies. The third entity,
environment, is external to the host and
includes the physical, social, cultural, and
economic aspects of the environment.
Examples include sanitation, air pollu-
tion, anthro-cultural beliefs, social equity,
social norms, and economic status. The
environmental factors play a moderating
role that can either enhance or reduce
susceptibility to disease. Because the
three entities of host, agent, and environ-
ment often interact to produce disease,
disease prevention efforts should focus
on a broad approach to mitigate or elim-
inate risk factors associated with all three
entities.

Behavioral Risk Factors

Certain individual behaviors and per-
sonal lifestyle choices represent import-
ant risk factors for illness and disease. For

example, smoking has been identified as
the leading cause of preventable disease
and death in the United States because it
significantly increases the risk of heart dis-
ease, stroke, lung cancer, and chronic lung
disease (DHHS, 2004). S ubstance abuse,
inadequate physical exercise, a hig h-fat
diet, irresponsible use of motor vehicles,
and unsafe sex are additional examples
of behavioral risk factors. TABLE 2-1 pres-
ents the percentages of the U.S. population
with selected behavioral risks.

Acute, Subacute, and
Chronic Conditions

Disease can be classified as acute, subacute,
or chronic. An acute condition is rela-
tively severe, episodic (of short duration),
and often treatable and subject to recov-
ery. Treatments are generally provided in
a hospital. Examples of acute conditions
include as udden interruption of kid-
ney function and a myocardial infarction
(heart attack). A subacute condition is a
less severe phase of an acute illness. It can
be a postacute condition, requiring conti-
nuity of treatment after discharge from a
hospital. Examples include ventilator and
head trauma care. A chronic condition is
one that persists over time, is not severe,
but is generally irreversible. A chronic con-
dition may be kept under control through
appropriate medical treatment, but if
left untreated, it may lead to severe and
life-threatening health problems. Exam-
ples of chronic conditions are hyperten-
sion, asthma, arthritis, heart disease, and
diabetes. Contributors to chronic disease
include ethnic, cultural, and behavioral
factors and the social and physical envi-
ronment, as discussed later in this chapter.
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TABLE 2-1 Percentage of U.S. Population with Behavioral Risks

Behavioral Risks

Alcohol (12 years and older)

Marijuana (12 years and older)

Cocaine use (12th graders)

Cocaine use (10th graders)

Cocaine use (8th graders)

Cigarette smoking (18 years and older)
Hypertension (20 years and older)
Overweight and obese (20 years and older)

Serum cholesterol (20 years and older)

Percentage

of Population

52.7 2014

84 2014

1.0 2014

06 2014

0.5 2014

168 2014

304 2011-2014
69.5 2011-2014
12,1 2011-2014

Note: Data are based on household interviews of a sample of the civilian noninstitutionalized population 12 years of age and older in

the coterminous United States.

Data from National Center for Health Statistics (NCHS). 2016. Health, United States, 2015. Hyattsville, MD: Department of Health and Human Services.

pp. 2,192, 194,202, 216.

In the United States, chronic diseases
have become the leading cause of death
and disability. Almost 50% of Americans
have at least one chronic illness (Robert
Wood Johnson Foundation, 2010), a nd
8.7 out of every 10 de aths are attribut-
able to chronic disease, with heart disease
and cancer accounting for nearly 50% of
all deaths (WHO, 2011). Cardiovascular
diseases are responsible for one-fourth of
all deaths annually. While heart disease is
largely preventable, the burden associated
with this disease continues to grow.

Approximately half of Americans
have at least one of the major clinical

risk factors: high low-density lipoprotein
(LDL) cholesterol, high blood pressure, or
smoking (Centers for Disease Control and
Prevention [CDC], 2011). O ther major
risk factors include physical inactivity,
diabetes, and obesity (Kannel and Abbott,
1984).

Cancer is the second leading cause
of death in the United States, with more
than 1.5 million people being diagnosed
with cancer annually (Xu etal., 2016).
The most commonly diagnosed types of
cancer are breast cancer, prostate can-
cer, lung cancer, and colon cancer (CDC,
2016a). Although the specific risk factors

© Jones & Bartlett Learning, LLC. NOT FOR SALE OR DISTRIBUTION.




52 Chapter 2 Beliefs, Values, and Health

vary by type of cancer, general risk fac-
tors include family history, age, exposure
to cancerous substances, diet, obesity and
tobacco use.

As of 2016, m ore than 29 mi llion
Americans were living with diabetes and
another 86 million were living with pre-
diabetes, a health condition that increases
the risk of type 2 diabetes (CDC, 2016b).
The major risk factor for diabetes is
obesity.

Chronic diseases have a major impact
on the economy, in terms of both medical
costs and lost productivity. Approximately
71% of all health care spending is attrib-
utable to people with at least one chronic
condition (Gerteis et al., 2014). For exam-
ple, the estimated cost of diagnosed diabe-
tes in 2012 was $245 billion, which includes
$69 billion in r educed productivity. The
high costs of prescription medications,
hospital inpatient care, and diabetes
supplies contribute to the $176 billion in
medical costs associated with this disease
(American Diabetes Association, 2013).
The economic burden of heart disease and
stroke is also high, with these conditions
costing the U.S. economy approximately
$207 billion each year for health care ser-
vices, medications, and lost productivity
(Mozaffarian et al., 2016). In total, cardio-
vascular disease is responsible for an esti-
mated $317 billion annually in direct and
indirect costs. The direct medical costs
for cancer are approximately $88 billion
per year in the United States, and the eco-
nomic burden of this disease is expected
to increase significantly in the future due
to the growth and aging of the population,
improvements in survival, and increased
costs of care (Yabroff et al., 2011).

Three main reasons underlie the rise of
chronic conditions in the U.S. population:

New diagnostic methods, medical
procedures, and pharmaceuticals have
significantly improved the treatment
of acute illnesses, survival rates, and
longevity, but these achievements
have had the consequence of creating
alarger population living with chronic
conditions. The prevalence of chronic
disease is expected to continue to rise
with an aging population and longer
life expectancy.

Screening and  diagnosis  have
expanded ins cope, frequency, and
accuracy (Robert Wood Johnson
Foundation, 2010).

Lifestyle choices, such as consump-
tion of high-salt and high-fat diets and
sedentary lifestyles, are risk factors
that contribute to the development of
chronic conditions.

Some risk factors that contribute to
the most common chronic diseases can
be modified through prevention. For
example, smoking, obesity, physical inac-
tivity, and poor nutrition are risk factors
for most chronic diseases. Proven pre-
vention methods include lifestyle change
programs, though such programs are
notoriously difficult to sustain. Increas-
ing prevention efforts and awareness
of the need to reduce cholesterol levels
and hypertension so as to prevent heart
disease and stroke remains a challenge
(Franco et al., 2011). In the United States,
obesity and diabetes rates have increased
over the last several decades, at least in
part due to changes in food consumption
and technological advances, which have
reduced energy expenditure inl abor-
intensive occupations (Caballero, 2007;
Finkelstein et al., 2005; Franco et al., 2009).
State and local health departments face
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challenges in enacting health-promotion
programs such as budget restrictions.
Moreover, many state and local programs
directed at people with chronic diseases
have been reduced or eliminated (Johnson
et al,, 2011). C hronic disease programs
are not standardized or comprehensive
in most health care settings (Bauer etal,
2014; Maylahn et al., 2013).

The CDC supports strengthened col-
laboration between public health agen-
cies and private health care providers to
prevent chronic diseases and improve
population health. One comprehensive
initiative geared toward meeting this aim
was launched by the DHHS with funding
of $650 million allocated to the Ameri-
can Recovery and Reinvestment Act of
2009. The goal of this initiative, called
Communities Putting Prevention to
Work (CPPW), is to “reduce risk factors,
prevent/delay chronic disease, promote
wellness in children and adults, and pro-
vide positive, sustainable health change in
communities” (DHHS, 2010a). By June
2013, CPPW had met 73% of its objec-
tives (CDC, 2013a). CPPW was successful
in increasing access to environments with
healthy food and beverage options in com-
munities nationwide. It also created bike
lanes in cities, supported the development
of walking trails, and provided guidelines
for daily physical activity in schools to
increase access to physical activity activ-
ities. The program decreased exposure to
second-hand smoke through expansion
of smoke-free areas and expanded smok-
ing cessation services. In addition, CPPW
increased local capacity to improve public
health interventions, developed products
to support public health departments,
and guided the development of programs
to better support long-term community
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health. It is estimated that if these health
improvements are sustained in CP PW
communities beyond the intervention
period, there will be 14,000 fewer deaths
and $2.4 billion in health care costs will
be averted through 2020 (Khavjou et al,,
2014).

Health Promotion and
Disease Prevention

A program of health promotion and dis-
ease prevention is built on three main
principles:

Risk factors associated with host,
agent, environment, and their health
consequences are evaluated through a
process called health risk appraisal.
Only when the risk factors and their
health consequences are known can
interventions be developed to help
individuals adopt healthier lifestyles.
Interventions for counteracting the
key risk factors include two main
approaches: (1) behavior modification
geared toward the goal of adopting
healthier lifestyles; and (2) therapeutic
interventions.

Adequate public health and social ser-
vices, as discussed later in this chap-
ter, include all health-related services
designed to minimize risk factors and
their negative effects so as to prevent
disease, control disease outbreaks, and
contain the spread of infectious agents.

Various avenues can be used in moti-
vating individuals to alter behaviors that
may contribute to disease, disability, or
death. Behavior can be modified through
educational programs and incentives
directed at specific high-risk populations.
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For example, in the case of cigarette smok-
ing, health promotion efforts aim to build
people’s knowledge, attitudes, and skills
to avoid or quit smoking. These efforts
also seek to reduce the number of adver-
tisements and environmental enticements
that promote nicotine addiction. Likewise,
financial incentives and disincentives,
such as higher cigarette taxes, have been
used to discourage purchase of cigarettes.

Therapeutic interventions fall into
three areas of preventive effort: primary
prevention, secondary prevention, and
tertiary prevention. Primary prevention
refers to activities undertaken to reduce
the probability that a disease will develop
in the future (Kane, 1988). The objective of
primary prevention is to restrain the devel-
opment of adisease or negative health
condition before it occurs. For example,
therapeutic interventions can include
community health efforts to assist patients
in smoking cessation and exercise pro-
grams to prevent conditions such as lung
cancer and heart disease. Safety training
and practices at the workplace can reduce
serious work-related injuries. Prenatal care
is known to lower infant mortality rates.
Immunization has had a g reater impact
on prevention against childhood diseases
and mortality reduction than has any
other public health intervention besides
providing clean water (Plotkin and Plot-
kin, 2012). H and washing, refrigeration
of foods, garbage collection, sewage treat-
ment, and protection of the water supply
are other examples of primary preven-
tion (Timmreck, 1994). There have been
numerous incidents where training on
food safety and proper cooking could have
prevented outbreaks of potentially deadly
episodes, such as those caused by Esche-
richia coli.

Secondary prevention refers to
early detection and treatment of disease.
Health screenings and periodic health
examinations are just two examples.
Screening for hypertension, cancers, and
diabetes, for example, has been instru-
mental in prescribing early treatment for
these conditions. The main objective of
secondary prevention is to block the pro-
gression of a disease or an injury—that is,
to keep it from developing into an impair-
ment or disability (Timmreck, 1994).

Tertiary prevention refers to inter-
ventions that could prevent complications
from chronic conditions and prevent fur-
ther illness, injury, or disability. For exam-
ple, regular turning of bed-bound patients
prevents pressure sores, rehabilitation
therapies can prevent permanent disability,
and infection control practices in hospitals
and nursing homes are designed to prevent
iatrogenicillnesses (i.e., illnesses or inju-
ries caused by the process of health care).

Asshown in TABLE2-2, prevention, early
detection, and treatment efforts helped
reduce cancer mortality quite significantly
between 1991a nd 2013.Thi s decrease
was the first sustained decline since record
keeping was instituted in the 1930s.

Disease Prevention

Under the Affordable
Care Act

Prevention and wellness received sig-
nificant emphasis under the Afford-
able Care Act (ACA). At least partially
as a result of the ACA, an estimated
137 million Americans, including 28.5
million children, received no cost cov-
erage for preventive services (Office of
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TABLE 2-2 Annual Percentage Decline in U.S. Cancer Mortality, 1991-2013

Typeof Cancer | 1991-1995 | 1994-2003 | 1998-2007 | 2001-2010 | 2009-2013
30 1.1 14 1.5 1.5

All cancers

Breast cancer 6.3 2.5
Cervical cancer 9.7 36
Ovarian cancer 4.8 0.5
Prostate cancer 6.3 35

2.2 &2 {22
26 1.5 0.8
0.8 2.0 2.1
3 2.7 36

Data from National Center for Health Statistics, Centers for Disease Control and Prevention, National Cancer Institute, SEER Cancer Statistics Review,
1975-2010; National Cancer Institute. 2016. State cancer profiles. Available at: https://statecancerprofiles.cancer.gov/recenttrend/index.php.

the Assistant Secretary for Planning and
Evaluation, 2015).

Other ACA initiatives included the
Prevention and Public Health Fund
(PPHF) for national preventive efforts and
programs geared toward improving health
outcomes and enhancing quality of health
care (American Public Health Associa-
tion, 2013). Th e Office of the Surgeon
General developed a National Prevention
Strategy to encourage partnerships among
federal, state, tribal, local, and territo-
rial governments; business, industry, and
other private-sector entities; philanthropic
organizations; community and faith-based
organizations; and everyday Americans
to improve health through prevention
(National Prevention Council, 2011).

As one example of a federally driven
effort directed toward reducing chronic
disease, the CDC established a N ational
Diabetes Prevention Program (NDPP).
In 2012, six o rganizations received $6.75
million to develop partnerships with the
aim of reaching people with prediabetes

(CDC, 2013b, 2013c¢). Through the NDPP,
organizations nationwide offer diabetes
prevention lifestyle programs in health
care clinics, pharmacies, wellness centers,
worksites, and other community centers.
These organizations also work to increase
awareness of lifestyle changes. Organiza-
tions encourage health professionals to
refer patients with prediabetes to alife-
style change program. The program has
also increased awareness across employ-
ers, some of which now provide coverage
for lifestyle change programs as health
benefits for their employees. The NDPP
is working to ensure quality and standard-
ized reporting and to monitor and evalu-
ate program effectiveness (CDC, 2016c).
In 2011, $10 million in federal fund-
ing was made available to establish and
evaluate comprehensive workplace well-
ness programs (DHHS, 2011b). Beginning
in 2014, $200 million in wellness grants
was made available to small businesses to
encourage the establishment of wellness
programs and employee health-promotion
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incentives (Anderko et al., 2012). In 2015,
46.8 million employees worked in firms
that offered wellness programs. Although
workplace wellness programs are diverse
and vary int he services and activities
offered, they are all required to promote
health and/or prevent disease to qualify for
federal funding support. Of the companies
that provided health benefits in 2015, 50%
offered wellness programs for tobacco ces-
sation, weight control, nutrition, and other
lifestyle or behavioral coaching (Mattke et
al,, 2013). H ealth-promotion activities,
such as on-site vaccination services, bio-
metric screenings, fitness benefits, and
health food options at the workplace,
are also common. The majority of work-
places that offer wellness programs offer
a combination of screening and interven-
tion services. These programs have been
shown to generate savings in medical costs
of approximately $3 for every $1 spent on
the program and to reduce absenteeism
(Baicker et al., 2010).

Public Health

Public health remains poorly understood
by its prime beneficiaries, the public. For
some people, public health evokes images
ofa massive social enterprise or welfare sys-
tem. To others, the term means health care
services for everyone. Still another image
of public health is of a body of knowledge
and techniques that can be applied to
health-related problems (Turnock, 1997).
However, none of these ideas adequately
reflects what public health is.

The Institute of Medicine (1988) has
proposed that the mission of public health
should be understood as fulfilling “society’s
interest in a ssuring conditions in w hich

people can be healthy” Public health
deals with broad societal concerns about
ensuring conditions that promote optimal
health for the society as a whole. It involves
the application of scientific knowledge to
counteract any threats that may jeopardize
the health and safety of the general popu-
lation. Because of its extensive scope, the
vast majority of public health efforts are
carried out by government agencies, such
as the CDC in the United States.

Three main distinctions can be seen
between the practices of medicine and
public health:

Medicine focuses on the individual
patient—diagnosing symptoms, treat-
ing and preventing disease, relieving
pain and suffering, and maintaining
or restoring normal function. Public
health, in contrast, focuses on popula-
tions (Shi and Johnson, 2014).

The emphases in modern medicine are
the biological causes of disease and the
development of treatments and thera-
pies. In contrast, public health focuses
on (1) identifying environmental,
social, and behavioral risk factors as
well as emerging or potential risks that
may threaten people’s health and safety;
and (2) implementing population-wide
interventions to minimize these risk
factors (Peters et al., 2001).

Medicine focuses on the treatment
of disease and recovery of health,
whereas public health deals with var-
ious efforts to prevent disease and
counteract threats that may negatively
affect people’s health.

Public health activities range from
providing education on nutrition to pass-
ing laws that enhance automobile safety.
For example, public health includes
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dissemination, both to the public and to
health professionals, of timely information
about important health issues, particu-
larly when communicable diseases pose
potential threats to large segments of a
population.

Compared to medicine, public health
involves a broader range of professionals.
The medical sector encompasses physi-
cians, nurses, dentists, therapists, social
workers, psychologists, nutritionists, health
educators, pharmacists, laboratory techni-
cians, health services administrators, and
so forth. In addition to these professionals,
the public health forum includes profes-
sionals such as sanitarians, epidemiologists,
statisticians, industrial hygienists, environ-
mental health specialists, food and drug
inspectors, toxicologists, and economists
(Lasker, 1997).

Health Protection and
Environmental Health

Health protection is one of the main public
health functions. In the 1850s, John Snow
successfully traced cholera outbreaks in
London to contamination of the Broad
Street water pump (Rosen, 1993). S ince
then, environmental health has spe-
cifically dealt with preventing the spread
of disease through water, air, and food
(Schneider, 2000). En vironmental health
science, along with other public health
measures, was instrumental inr educ-
ing the risk of infectious diseases during
the 1900s. For example, in 1900, pneu-
monia, tuberculosis, and diarrhea, along
with enteritis, were the top three killers
in the United States (CDC, 1999); that is
no longer the case today (TABLE 2-3). With
the rapid industrialization that occurred
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during the 20th century, environmental
health faced new challenges due to serious
health hazards from chemicals, industrial
waste, infectious waste, radiation, asbes-
tos, and other toxic substances. In the 21st
century, the possession of chemical, bio-
logical, and nuclear agents by terrorists
and rogue nations have emerged as a new
environmental threat.

Health Protection During
Global Pandemics

Over time, public health has become a
complex global undertaking. Its main
goal of protecting the health and safety
of populations from a variety of old and
new threats cannot be achieved without
global cooperation. Influenza is the most
common infectious disease on a g lobal
scale, affecting nearly 3 to 5 million peo-
ple annually and resulting in 250,000 t o
500,000 deaths (Thompson etal., 2009).
It spreads around the world in a yearly
outbreak.

The global threat of avian influenza
has also elicited a public health response.
The CDC launched a website dedicated
to educating the public about avian influ-
enza, the means by which it is spread,
and past and current outbreaks. This
website contains specific information for
health professionals, travelers, the poultry
industry, state departments of health, and
people with possible exposures to avian
influenza (CDC, 2007).

Although several strains of influenza
exist, the subtypes currently circulating
among humans are HIN1a nd H3N2
(WHO, 2016a). After a novel HIN1 influ-
enza virus emerged from Mexico in April
2009, US. health officials anticipated
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TABLE 2-3 Leading Causes of Death, 2014

Cause of Death m Percentage of All Deaths

All causes 2626418 100.0
Diseases of the heart 614,348 234
Malignant neoplasms 591,699 22.5
Chronic lower respiratory diseases 147,101 5.6
Unintentional injuries 136,053 S
Cerebrovascular diseases 133,103 5.1
Alzheimer’s disease 93,541 3.6
Diabetes mellitus 76,488 29
Influenza and pneumonia 55,227 2.1
Nephritis, nephrotic syndrome, 48,146 1.8
and nephrosis

Suicide 42,773 1.6

Data from National Center for Health Statistics (NCHS). 2016. Health, United States, 2015. Hyattsville, MD: Department of Health and Human Services. p. 107.

and prepared for an influenza pandemic,
and these efforts stretched the response
capabilities of the public health system.
The virus affected every U.S. state, and
Americans were left unprotected because
of the unavailability of antiviral medica-
tions. Since then, a global effort has been
undertaken to establish collaborative
networks to exchange information and
contain global pandemics (WHO, 2013).
Coronaviruses are believed to cause
a large percentage of all common colds
in adults (Committee on Infectious Dis-
eases etal., 2015). However, two strains

of coronavirus have particularly serious
health effects. Severe acute respiratory
syndrome (SARS) and Middle East respi-
ratory syndrome (MERS)co ronavirus
outbreaks occurred in2003a nd 2012,
respectively. In 2003, SARS—aco nta-
gious disease that is accompanied by fever
and symptoms of pneumonia or other
respiratory illness—spread from China
to Canada. Worldwide, more than 8,000
people were affected by this infection
(CDC, 2012). MERS still occurs in parts of
the Middle East. Since 2012, 27 co untries
have reported cases of MERS, for a total of
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1,888 cases and 670 deaths from this dis-
ease (WHO, 2016b).

WHO’s (2016¢) 2016 World Malaria
Report provides estimates of the global
prevalence and mortality due to malaria.
In 2015, t here were an estimated 212
million malaria cases and 429,000
malaria deaths worldwide. The major-
ity of cases were in A frica (90%), f ol-
lowed by southeast Asia (7%). The global
incidence of malaria decreased by 21%
between 2010 and 2015, and the number
of deaths decreased by 29% in the same
time period.

The Global Tuberculosis (TB) Report,
also published by WHO (2016d), provides
current estimates of the worldwide TB epi-
demic. In 2015, there were an estimated
10.4 million incident TB c ases world-
wide. Sixty percent of cases were concen-
trated in six co untries: India, Indonesia,
China, Nigeria, Pakistan, and South
Africa. Multidrug-resistant TB cases are
especially problematic, with 480,000 new
cases in 2015 and an additional 100,000
new cases of rifampicin-resistant TB.
An estimated 1.4 million deaths due to
TB occurred in 2015. N evertheless, the
number of TB de aths fell 22% b etween
2000 and 2015, and TB treatment averted
49 million deaths globally. Even so, TB
remains among the top 10 causes of death
worldwide.

Prevent HIV, Test and Treat All: Prog-
ress Report 2016, a WHO (2016¢) report,
provides estimates of the global human
immunodeficiency virus (HIV)/acquired
immunodeficiency syndrome (AIDS)
epidemic. As of 2015, 36.7 million people
were living with HIV/AIDS worldwide; in
that same year, 1.1 million people died of
AIDS-related illnesses. This mortality was
the lowest number of deaths from HIV/
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AIDS in 2 decades. The burden of the pan-
demic is greatest in s ub-Saharan Africa,
where an estimated 25.5 million people are
living with the disease (70% of all people
living with HIV worldwide) as of 2017. In
2015, 800,000 p eople in this region died
from HIV/AIDS. Approximately 66% o f
all new HIV infections occur in this region
as well. As of June 2016, 18.2 million peo-
ple living with HIV globally were receiv-
ing life-prolonging antiretroviral therapy
(ART), compared to 7.5 million people in
2010 and fewer than 1 million people in
2000. Additionally, access to ART to pre-
vent transmission of HIV from mother to
baby is increasing, with new HIV infec-
tions among newborns declining by 50%
since 2010.

While some types of hepatitis are
more problematic (i.e., hepatitis B and C)
than others, all variants of this infection
are viral in nature and present in the global
population. An estimated 400 million
people are affected by at least one type
of viral hepatitis, and 6 to 10 million are
newly infected annually. In total, approxi-
mately 1.4 million people die from hepati-
tis each year globally (GBD 2013 Mortality
and Causes of Death Collaborators, 2015;
Jacobsen and Wiersma, 2010). H epati-
tis B accounts for approximately 686,000
deaths each year, and an estimated 240
million chronic infections. In sub-Saharan
Africa and East Asia, 5% to 10% of the
population is chronically infected with
hepatitis B; in the Middle East and India,
an estimated 2% to 5% of the population
is chronically infected. Approximately 130
to 150 million people have chronic hep-
atitis C, and 700,000 die a nnually from
related liver diseases. Africa, Central Asia,
and East Asia are the regions most affected
by the hepatitis C pandemic.
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The most current outbreak of the
Ebola virus, which started inD ecem-
ber 2013 and ended in April 2016, led to
more than 28,000 cases and 11,000 deaths
in Africa (WHO, 2016f). The countries
most severely affected by the recent major
Ebola outbreak—Guinea, Sierra Leone,
and Liberia—are all in West Africa. Now
that the outbreak has ended, the current
focus is on preparedness and preven-
tion of future epidemics (WHO Ebola
Response Team et al., 2016). In December
2016, scientists reported highly promising
results for an experimental Ebola vaccine
(Henao-Restrepo et al., 2017). The first vac-
cine to prevent infections from this virus, it
is estimated to be 70% to 100% effective.

Health Protection and
Preparedness in the
United States

Since the horrific events of what is com-
monly referred to as 9/11 (t he terror-
ism attacks on September 11, 2001), t he
United States has begun a new chapter in
health protection. These efforts to protect
the health and safety of Americans began
in June 2002 when President George W.
Bush signed into law the Public Health
Security and Bioterrorism Preparedness
Response Act of 2002. Subsequently, the
Homeland Security Act of 2002 cr eated
the Department of Homeland Security
(DHS) and called for a major restructur-
ing of the nation’s resources, with the pri-
mary mission of helping prevent, protect
against, and respond to any acts of terror-
ism in the United States. It also provided
better tools to contain attacks on food and
water supplies, protect the nation’s vital

infrastructures (i.e., nuclear facilities), and
track biological materials anywhere in the
United States. The term bioterrorism
encompasses the use of chemical, biolog-
ical, and nuclear agents to cause harm to
relatively large civilian populations.
Today, health protection and pre-
paredness comprises a massive operation
to deal with any natural or human-made
threats. Dealing with such threats requires
large-scale preparations, which include
appropriate tools and training for workers
in medical care, public health, emergency
care, and civil defense agencies at the
federal, state, and local levels. It requires
national initiatives to develop countermea-
sures, such as new vaccines, a robust pub-
lic health infrastructure, and coordination
among numerous agencies. It also requires
development of an infrastructure that can
handle large numbers of casualties and
isolation facilities for contagious patients.
Hospitals, public health agencies, and civil
defense must be linked together through
information systems. Containment of
infectious agents, such as smallpox, neces-
sitates quick detection, treatment, isola-
tion, and organized efforts to protect the
unaffected population. Rapid cleanup,
evacuation of the affected population, and
transfer of victims to medical care facili-
ties require detailed plans and logistics.
The United States has confronted
several major natural disasters int he
21st century, such as Hurricane Katrina
in 2005, H urricane Sandy in 2012, a nd
tornadoes in O klahoma in 2013, a s well
as human-made mass casualties such as
the Boston Marathon bombing on April
15, 2013.H ealth protection and pre-
paredness have become ongoing efforts
through revitalized initiatives such as the
Pandemic and All-Hazards Preparedness
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Act (PAHPA) of 2006, which also autho-
rized anew Assistant Secretary for Pre-
paredness and Response (ASPR) within
the DHHS and called for the establish-
ment of a quadrennial National Health
Security Strategy (NHSS). The CDC has
developed the National Biosurveillance
Strategy for Human Health, which covers
six priority areas: electronic health infor-
mation exchange, electronic laboratory
information exchange, unstructured data,
integrated biosurveillance information,
global disease detection and collabora-
tion, and biosurveillance workforce. Based
on the National Health Security Strategy
developed by the DHHS in 2009, Healthy
People 2020 focused on four areas for rein-
forcement under an overarching goal to
“improve the Nations ability to prevent,
prepare for, respond to, and recover from
a major health incident”™ time to release
official information about a public health
emergency, time for designated personnel
to respond to an emergency, Laboratory
Response Network (LRN) ! aboratories,
and time to develop after-action reports
and improvement plans in states (DHHS,
2010b). A progress report shows that most
states and localities have strong biological
laboratory capabilities and capacities, with
nearly 90% o f laboratories inthe LRN
reachable around the clock (CDC, 2010b).

In 2011, t he Health Alert Network
(HAN) was established; this nationwide
program is designed to facilitate commu-
nication, information, and distance learn-
ing related to health threats, including
bioterrorism (DHHS, 2011a). When fully
established, the network will link together
local health departments and other com-
ponents of bioterrorism preparedness and
response, such as laboratories and state
health departments.

One of the key concepts of prepared-
ness is surge capacity, defined as “the
ability of a health care facility or system
to expand its operations to safely treat an
abnormally large influx of patients” (Bon-
nett and Peery, 2007). The initial response
is conducted at a local health care facility,
such as a hospital. Strategies for expand-
ing the surge capacity of a hospital include
early discharge of stable patients, cancella-
tion of elective procedures and admissions,
conversion of private rooms to double
rooms, reopening of closed areas, revision
of staff work hours to a 12-hour disaster
shift, callback of off-duty personnel, and
establishment of temporary external shel-
ters for patient holding (Hick et al., 2004).

If the local level response becomes
overloaded or incapacitated, as econd
tier of disaster response can be activated:
community-level surge capacity. Coopera-
tive regional planning necessitates sharing
of staff and supplies across an etwork of
regional health care facilities (Hick et al,
2004). An important aspect of disaster plan-
ning at the community level entails the trans-
portation logistics for the region. The
number of ambulances in the area and the
means of accessing such resources during
an event is crucial to delivering proper care
to critical patients (Kearns et al., 2013).

The final tier of disaster response
involves federal aid under the National
Disaster Medical System (NDMSYS),
which dates back to the 1980s and was
designed to accommodate large numbers
of military casualties. Disaster Medical
Assistance Teams (DMATS) are a vital
component of the NDMS that directly
respond to the needs of an overwhelmed
community. DMATs deploy with trained
personnel (inb oth medical and ancil-
lary services), equipped with tents, water
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filtration, generators, and medical sup-
plies (Stopford, 2005).

Developments int echnology have
made major contributions to advances in
disaster preparedness. For example, the
United States is using new information and
communication technologies to streamline
emergency responses among various orga-
nizations. Social media is increasingly being
used as a tool by governments, communities,
and organizations for a range of purposes
in disaster preparedness (i.e., detecting an
event; connecting individuals following a
disaster; and preparing and receiving disas-
ter preparedness information, warnings,
and signals) (Houston et al., 2015).

Despite the progress that has been
made, disaster preparedness efforts in
the United States remain fragmented
and underfunded. For example, review,
rotation, replacement, and upgrading of
equipment and supplies in the system on
a regular basis remain challenging (Cohen
and Mulvaney, 2005). G iven the differ-
ences in institutional and local structures,
it is difficult to develop clear and objec-
tive standards and methods while still
respecting local authorities (Nelson et al.,
2007). Other challenges include retention
of high-quality staff in emergency depart-
ments and having insufficient funding and
resources to provide education and train-
ing opportunities (Walsh et al., 2015).

Determinants of Health

Health determinants are major factors
that affect the health and well-being of indi-
viduals and populations. An understanding
of health determinants is necessary to plan
and implement any positive interventions
that improve health and longevity.

Blum’s Model of Health

Determinants

In 1974, Blum (1981) proposed an “Envi-
ronment of Health” model, later called the
“Force Field and Well-Being Paradigms of
Health” Blum proposed that four major
inputs contribute to health and well-being
(“force fields”): environment, lifestyle,
heredity, and medical care. All of these
factors must be considered simultaneously
when addressing the health status of an
individual or a population. In other words,
there is no single pathway to better health
because health determinants interact in
complex ways. Consequently, improvement
in health requires a multipronged approach.

The four wedges in Blum’s model rep-
resent the four major force fields. The size
of each wedge signifies its relative impor-
tance. Thus, the most important force field
is environment, followed by lifestyle and
heredity. Medical care has the least impact
on health and well-being.

Blum’s model also explains that the
four main forces operate within am uch
broader context, and are affected by broad
national and international factors, such as a
nations population characteristics, natural
resources, ecological balance, human satis-
factions, and cultural systems. One of these
factors is the type of health care delivery
system. In the United States, the majority of
health care expenditures is devoted to the
treatment of medical conditions, rather than
to the prevention of factors that produce
those medical conditions in the first place.

Environment

Environmental factors encompass the phys-
ical, socioeconomic, sociopolitical, and
sociocultural dimensions. Among physi-
cal environmental factors are air pollution,
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food and water contaminants, radiation,
toxic chemicals, wastes, disease vectors,
safety hazards, and habitat alterations.

The positive relationship between
socioeconomic status (SES) and health
may be explained by the general likelihood
that people who have better education also
have higher incomes. The greater the eco-
nomic gap between the rich and the poor
is in a given geographic area, the worse the
health status of the overall population in
that area is likely to be. It has been sug-
gested that wide income gaps produce
less social cohesion, greater psychosocial
stress, and consequently, poorer health
(Wilkinson, 1997). For example, social
cohesion—characterized by ah ospitable
social environment in which people trust
each other and participate in co mmunal
activities—is linked to lower overall mor-
tality and better self-rated health (Kawa-
chietal., 1997, 1999). Even countries with
national health insurance programs, such
as the United Kingdom, Australia, Den-
mark, and Sweden, experience persistent
and widening disparities in health accord-
ing to socioeconomic status (Pincus et al.,
1998). The joint relationship of income
inequality and availability of primary care
has also been found to be significantly
associated with individuals’ self-rated
health status (Shi et al., 2002).

Lifestyle

Lifestyle factors, also known as behavioral
risk factors, were discussed earlier in this
chapter. This section provides some illus-
trations of how lifestyle factors are related
to health. Studies have shown that diet
plays a major role in most of today’s sig-
nificant health problems. Heart disease,
diabetes, stroke, and cancer are some of
the diseases with direct links to dietary
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choices. Throughout the world, incidence
and mortality rates for many forms of can-
cer are rising, though research has clearly
indicated that a significant portion of can-
cer is preventable. Researchers estimate
that 30% to 50% of all cancers and as many
as 30% to 35% of cancer deaths are linked
to diet (World Cancer Research Fund and
American Institute for Cancer Research,
2007). Research also shows that a diet
rich in fruits, vegetables, and low-fat dairy
foods, and a diet low in saturated and total
fat, can substantially lower blood pressure
(see, for example, the DASH Eating Plan
recommended by DHHS [2006]).

Increasing exercise and physical activ-
ity is a p otentially useful, effective, and
acceptable method for reducing the risk of
colon cancer (Macfarlane and Lowenfels,
1994) and many other health problems.
Smoking and alcohol consumption are
also important lifestyle factors that impact
health. In addition to increasing the risk of
lung cancer, smoking increases the risk of
coronary heart disease and stroke by 2 to
4 times (DHHS, 2014). Half of all cancer
deaths and nearly half of all cancer diagno-
ses could potentially be prevented through
a healthy lifestyle that includes not smok-
ing, drinking in moderation, maintaining
a healthy weight, and exercising regularly
(Song and Giovannucci, 2016).

Heredity

Genetic factors may predispose individu-
als to certain diseases. While cancer is not
entirely genetic, cancer can occur when
the body’s healthy genes lose their ability to
suppress malignant growth or when other
genetic processes stop working properly
(Davis and Webster, 2002). While people
can do little about the genetic makeup they
have inherited, their lifestyle and behavior
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can significantly impact their progeny.
Finally, advances in gene therapy hold the
promise of treating a variety of inherited
or acquired diseases.

Medical Care

Although the factors of lifestyle, environ-
ment, and heredity are more important in
the determination of health, medical care is,
nevertheless, a key factor affecting health.
Though, according to Blum, medical care
is the least important factor in det ermin-
ing health and well-being, the United States
focuses more on medical research and
development of new medical technologies
than it does on the other three factors. It can
be noted that significant declines in mor-
tality rates were achieved well before the
modernization of Western medicine and
the escalation in medical care expenditures.
The availability of primary care may be
one way in which income inequality influ-
ences population-level health outcomes.
Research by Shi and colleagues (Shi and
Starfield, 2001; Shi et al., 1999) suggests that
access to primary care significantly correlates
with reduced mortality, increased life expec-
tancy, and improved birth outcomes. Access
to primary care includes access to and use of
preventive services, which can prevent illness
or detect disease at an earlier, often more
treatable stage. In the United States, individ-
uals living in s tates with a higher primary
care physician-to-population ratio are more
likely to report good health than those living
in states with a lower ratio (Shi et al., 2002).

Contemporary Models of
Health Determinants

More recent models have built upon and
extended Blum’s framework of health

determinants. For example, the model pro-
posed by Dahlgren and Whitehead (2006)
identifies age, sex, and genetic makeup
as fixed factors, but state that other fac-
tors can be modified to positively influ-
ence population health. While individual
lifestyle factors can benefit or damage
health, broader social, economic, cultural,
and environmental conditions often have
greater influence on both individual and
population health.

Another model by Ansari and col-
leagues (2003) h ave proposed a p ublic
health model of the social determinants
of health in which the determinants are
categorized into four major groups: social
determinants, health care system attri-
butes, disease-inducing behaviors, and
health outcomes.

The WHO Commission on Social
Determinants of Health (2008) concluded
that “the social conditions in w hich peo-
ple are born, live, and work are the single
most important determinant of one’s health
status” (Satcher, 2010). The WHO model
provides a conceptual framework for under-
standing the socioeconomic and political
contexts, structural determinants, inter-
mediary determinants (including material
circumstances, social-environmental cir-
cumstances, behavioral and biological fac-
tors, social cohesion, and the health care
system), and the impact on health equity
and well-being measured as health out-
comes (FIGURE 2-3).

U.S. government agencies, such as
the CDC and DHHS, have recognized
the need to address health inequities. The
CDC’s National Center for HIV/AIDS,
Viral Hepatitis, STD, and TB P revention
adopted the WHO framework on social
determinants of health as a guide f or its
activities.
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FIGURE 2-3 WHO Commission on Social Determinants of Health conceptual framework.

Reproduced from Centers for Disease Control and Prevention (CDC). 2010a. Establishing a holistic framework to reduce inequities in HIV, viral hepatitis, STDs, and
tuberculosis in the United States. Available at: https://www.cdc.gov/socialdeterminants/docs/SDH-White-Paper-2010.pdf. Accessed April 2017. Modified from
Solar, 0., and A. Irwin; World Health Organization (WHO). 2010. A conceptual framework for action on the social determinants of health. Social Determinants of

Health Discussion Paper 2 (Policy and Practice). Geneva, Switzerland: WHO.

Measures Related
to Health

Certain quantitative measures are com-
monly applied to health, health status,
and the utilization of health care. The
conceptual approaches for defining health
and its distribution help form a vision for
the future, and objective measures play a
critical role in evaluating the success of
programs and directing future planning
activities. Practical approaches for mea-
suring health are, however, quite lim-
ited, and mental health is more difficult
to quantify and measure than physical
health. An objective evaluation of social
and spiritual health is even more obscure.

The concept of population, as it
applies to population health, has been bor-
rowed from the disciplines of statistics and
epidemiology. The term “population” is
not restricted to describing the total pop-
ulation. Although commonly used in this

way, the term population may also apply to
a defined subpopulation—for example, age
groups, marital categories, income levels,
occupation categories, racial/ethnic groups,
people having a common disease, people
in a cer tain risk category, or people in a
certain community or geographic region
of a country. The main advantage of study-
ing subpopulations is that it helps trace the
existence of health problems to a defined
group. Doing so avoids the likelihood that
serious problems in a min ority group will
be hidden within the favorable statistics
of the majority. By pinpointing health
problems in cer tain well-defined groups,
targeted interventions and new policy ini-
tiatives can be deployed in the most effec-
tive manner.

Measures of Physical Health

Physical health status is often interpreted
through morbidity (disease and dis-
ability) and mortality (death) rates. In
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addition, self-perceived health status is a
commonly used indicator of health and
well-being because it is highly correlated
with many objective measures of health
status. With this measure, respondents are
asked to rate their health as excellent, very
good, good, fair, or poor. Self-perceived
health status is also a good predictor of
patient-initiated physician visits, including
general medical and mental health visits.

Longevity

Life expectancy—a prediction of how
long aperson will live—is widely used as
a basic measure of health status. The two
common measures are life expectancy at
birth (TABLE 2-4)—or how long a newborn
can expect to live—and life expectancy at
age 65—expected remaining years of life for
someone at age 65. These measures are actu-
arially determined and published by govern-
ment agencies such as the National Center
for Health Statistics (NCHS). The U.S. Cen-
sus Bureau (2016) has projected that life
expectancy in the United States will increase
from 78.8 years in 2014 to 84.1 years in 2050.

Morbidity

The measurement of morbidity or disease,
such as cancer or heart disease, is expressed
as a ratio or proportion of those who have
the problem and the population at risk.
The population at risk includes all the
people in the same community or popula-
tion group who could acquire a disease or
condition (Smith, 1979).

Incidence and prevalence are two
widely used indicators for the number of
cases, people who end up acquiring a neg-
ative health condition. Both incidence and
prevalence rates can apply to disease, dis-
ability, or death.

TABLE 2-4 U.S. Life Expectancy at
Birth—2002, 2007, and 2014

744 79.6

2002 77.0

White 775 74.9 80.1
Black 722 68.7 754
2007 78.1 755 80.6
White 785 76.0 80.9
Black 738 703 77.0
2014 78.8 764 81.2
White 79.0 76.7 814
Black 756 72.5 784

Data from National Center for Health Statistics (NCHS). 2016. Health,
United States, 2015. Hyattsville, MD: Department of Health and
Human Services. p. 95.

Incidence counts the number of
new cases occurring int he population
at risk within a cer tain period of time,
such as a month or a year (Smith, 1979;
FORMULA 2-1). It describes the extent
to which people inag iven population
acquire a given disease during a speci-
fied time period. Incidence is particularly
useful in es timating the significance or

Incidence = Number of new cases during a
specified period/Population at risk
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magnitude of conditions of relatively short
duration. Declining levels of incidence
indicate successful health promotion
and disease prevention efforts because
they prevent new cases (Ibrahim, 1985).
High levels of incidence may suggest an
impending epidemic, alarge number of
people who get a specific disease from a
common source.

Prevalence determines the total
number of cases at a specific point in time,
in adefined population (FORMULA 2-2).
Prevalence is useful in q uantifying the
magnitude of illnesses of a relatively long
duration. Decreased prevalence indicates
success of treatment programs by shorten-
ing the duration of illness (Ibrahim, 1985).

Prevalence =Total number of cases at a
specific point in time/Specified population

The calculation of rates often requires
dividing a small number by a large num-
ber representing a defined population.
The result is a fraction. To make the frac-
tions meaningful and interpretable, they
are multiplied by 100 (to get a percentage),
by 1,000 (to get a rate per 1,000 people), by
10,000 (to get a rate per 10,000 people), or
by a higher multiple of 10.

Disability

Disease and injury can lead to temporary
or permanent, as well as partial or total,
disability. Although the idea of morbid-
ity includes disabilities, as well as dis-
ease, specific measures of disability have
been developed. Some commonly used
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measures are the number of days of bed
confinement, days missed from work or
school, and days of restricted activity. All
measures are in reference to a specific time
period, such as a year.

One of the most widely used measures
of physical disability among the elderly, in
particular, is the activities of daily living
(ADLs) scale. The ADLs identify personal
care functions with which a disabled per-
son may need assistance. Depending on
the extent of disability, personal care needs
can be met through adaptive devices; care
rendered by another individual, such as a
family member; or care in a nursing facil-
ity. Consequently, the ADL scale is appro-
priate for evaluating disability inb oth
community-dwelling and institutionalized
adults. The classic ADL scale, developed by
Katz and Akpom (1979), includes six basic
activities: eating, bathing, dressing, using
the toilet, maintaining continence, and
transferring from bed to chair. To evaluate
disability in co mmunity-dwelling adults,
a modified Katz scale, which consists of
seven items, is used (Ostir et al., 1999). Five
of these items—feeding, bathing, dressing,
using the toilet, and transferring from bed
to chair—have been retained from the
original Katz scale. The additional two
items are grooming and walking a distance
of 8 feet. Thus, the modified scale includes
items measuring self-care and mobility.

Another commonly used measure
of physical function is the instrumental
activities of daily living (IADL s) scale.
This scale measures activities that are nec-
essary for living independently in the com-
munity, such as using the telephone, driving
a car or traveling alone on a bus or by taxi,
shopping, preparing meals, doing light
housework, taking medicines, handling
money, doing heavy housework, walking
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up and down stairs, and walking a h alf-
mile without help. IADLs typically require
higher cognitive functioning than ADLs
and, as such, are not purely physical tests of
functional disability. The IADL scale mea-
sures the level of functioning in ac tivities
that are important for self-sufficiency, such
as the ability to live independently.

Mortality

Death rates are computed in dif ferent
forms as indicators of population health.
Crude rates refer to the total population;
they are not specific to any age group or
disease category (FORMULA 2-3).

Crude death rate = Total deaths
(usually in 1 year)/Total population

Specific rates are useful because death
rates vary greatly by race, sex, age, and
type of disease or condition. Specific rates
allow health care professionals to target
programs at the appropriate population
subgroups (Dever, 1984). E xamples of
specific rates are the age-specific mortality
rate (FORMULA 2-4) and the cause-specific
mortality rate (FORMULA 2-5). The age-
specific mortality rate provides am ea-
sure of the risk (or probability) of dying
when a person is in a cer tain age group.
The cause-specific mortality rate provides

FORMULA 2-4

Age-specific mortality rate = Number of
deaths within a certain age group/Total
number of persons in that age group

Cause-specific mortality rate = Number
of deaths from a specific disease/Total
population

a measure of the risk (or probability) of
dying from a specific cause.

The infant mortality rate (actually a
ratio; FORMULA 2-6) is an indicator that
reflects the health status of the mother and
the child throughout pregnancy and the
birth process. It also reflects the level of
prenatal and postnatal care (Timmreck,
1994).

FORMULA 2-6

Infant mortality rate = Number of deaths from
birth to 1 year of age (in 1 year)/Number of
live births during the same year

Demographic Change

In addition to measures of disease and
mortality, changes int he composition
of a p opulation over time are important
in planning health services. Population
change involves three components: births,
deaths, and migration (Dever, 1984). For
example, the migration of elderly indi-
viduals to the southern and southwestern
states requires planning of adequate retire-
ment and long-term care services in those
states. Longevity is also an important fac-
tor that determines demographic change.
For example, lower death rates, lower
birth rates, and greater longevity, taken
collectively, indicate an aging population.
This section presents measures of births
and migration.
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Births

Natality and fertility are two measures
associated with births. Natality, or the
birth rate, is useful in assessing the influ-
ence of births on demographic change and
is measured by the crude birth rate
(FORMULA 2-7).

Crude birth rate = Number of live births
(usually in 1 year)/Total population

Fertility refers to the capacity of a
population to reproduce (FORMULA 2-8).
Fertility is a more precise measure than
natality because fertility relates actual
births to the sector of the population capa-
ble of giving birth.

FORMULA 2-8

Fertility rate = Number of live births (usually in
1 year)/Number of females aged 15-44

Migration

Migration refers to the geographic move-
ment of populations between defined geo-
graphic units and involves a p ermanent
change of residence. The net migration
rate (FORMULA 2-9) defines the change in
the population as aresult of immigra-
tion (in-migration) and emigration

FORMULA 2-9

Net migration rate = (Number of immigrants —
Number of emigrants)/Total population
(during a specific period of time)
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(out-migration) (Dever, 1984). This rate is
calculated for a specified period, such as
1 year, 2 years, 5 years, and so on.

Measures of Mental Health

Measurement of mental health is less
objective than measurement of mortal-
ity and morbidity because mental health
often encompasses feelings that cannot be
observed. In contrast, physical function-
ing, as reflected in behaviors and perfor-
mances, can be more readily observed.
Hence, measurement of mental health more
appropriately refers to assessment rather
than measurement. Mental health can be
assessed by the presence of certain symp-
toms, including both psychophysiologic and
psychological symptoms. Examples of psy-
chophysiologic symptoms are low energy,
headache, and upset stomach. Examples of
psychological symptoms are nervousness,
depression, and anxiety.

Self-assessment of ones psycholog-
ical state may also be used for mental
health assessment. Self-assessment can
be obtained through self-reports of fre-
quency and intensity of psychological
distress, anxiety, depression, and psycho-
logical well-being.

Measures of Social Health

Measures of social health extend beyond
the individual to encompass the extent of
social contacts across various facets of life,
such as family life, work life, and commu-
nity life. Breslow (1972) attempted to mea-
sure social health along four dimensions:
(1) employability based on educational
achievement, occupational status, and
job experience; (2) m arital satisfaction;
(3) sociability, determined by the num-
ber of close friends and relatives; and
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(4) community involvement, encompass-
ingattendance at religious services, political
activity, and organizational membership.

Social health status is sometimes
evaluated in terms of social contacts and
social resources. Social contacts are the
number of social contacts or social activi-
ties a person engages in within a specified
period. Examples are visits with friends
and relatives, as well as attendance at
social events, such as conferences, picnics,
or other outings. Social resources refer
to social contacts that can be relied on for
support, such as relatives, friends, neigh-
bors, and members of a religious congre-
gation. Social contacts can be observed,
and they are the more objective of the
two categories; however, one criticism of
social contact measures is their focus on
events and activities, with little consid-
eration of how the events are personally
experienced. Unlike social contacts, social
resources cannot be directly observed and
are best measured by asking the individu-
als direct questions. Evaluative questions
include whether these individuals can rely
on their social contacts to provide tangi-
ble support and needed companionship
and whether they feel cared for, loved, and
wanted.

Measures of Spiritual Health

Depending on the person’s individual,
social, and cultural context, spiritual well-
being can havea large variety of connotations.
Such variations make it extremely difficult to
propose standardized approaches for mea-
suring the spiritual dimension. Attempts to
measure this dimension are illustrated in
the General Social Survey, which includes
people’s self-perceptions about happiness,
religious experiences, and their degree of

involvement in activities, such as prayer and
attending religious services.

A wide range of tools for spiritual
assessment are now available. Generic
methods of spiritual assessment are not
associated with any particular religion or
practice, so they do not require a detailed
understanding of any particular religious
tradition (Draper, 2012). An example of
a generic scale is the tool developed by
Vella-Brodrick and Allen (1995), w hich
evaluates items such as reaching out for
spiritual intervention; engaging in m edi-
tation, yoga, or prayer; duration of medi-
tation or prayer for inner peace; frequency
of meditation or prayer; reading about
one’s religious beliefs; and discussions or
readings about ethical and moral issues.
Quantitative measurement scales are also
available to assess dimensions such as gen-
eral spirituality, spiritual well-being, spiri-
tual needs, and spiritual coping (Monod et
al., 2011), but their use has been confined
mainly to clinical research.

Measures of Health Services
Utilization

Utilization refers to the consumption of
health care services and the extent to which
health care services are used. Measures of
utilization can be used to determine which
individuals in a population group do or do
not receive certain types of medical ser-
vices. With this type of measure, a health
care provider, such as a hospital, can find
out the extent to which its services are
used. Managers can use these measures to
decide whether certain services should be
added or eliminated, and health planners
can determine whether programs have
been effective in r eaching their targeted
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populations. For example, managers
can use these measures to ascertain how
many hospital beds are required to meet
the acute care needs of a given population
(Pasley et al.,1995). Therefore, measures of
utilization play a critical role in the plan-
ning of health care delivery capacity. Mea-
sures of utilization are too numerous to be
covered here, but some common measures
are provided (FORMULAS 2-10 to 2-16).

Crude Measures of Utilization

FORMULA 2-10

Access to primary care services = Number of
persons in a given population who visited a
primary care provider in a given year/Size of
the population

(This measure is generally expressed as a percentage; that
is, the fraction is multiplied by 100.)

Utilization of primary care services = Number
of primary care visits by people in a given
population in a given year/Size of the
population

(This measure is generally expressed as number of visits per
person per year.)

Specific Measures of Utilization

Utilization of targeted services = Number of
people in a specific targeted population using
special services (or visits)/Size of the targeted
population group

(The fraction obtained is multiplied by 100, 1,000, or a higher
multiple of 10 to facilitate interpretation of the result.)
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Utilization of specific inpatient services =
Number of inpatient days/Size of the
population

(The fraction obtained is multiplied by 100, 1,000, or a higher
multiple of 10 to facilitate interpretation of the result.)

Measures of Institution-Specific
Utilization

FORMULA 2-14

Average daily census = Total number of
inpatient days in a given time period/Number
of days in the same time period

Occupancy rate = Total number of inpatient
days in a given time period/Total number of
available beds during the same time period
or

Average daily census/Total number of beds in
the facility

(This measure is expressed as a percentage; that is, the
fraction is multiplied by 100.)

FORMULA 2-16

Average length of stay = Total number of
inpatient days during a given time period/
Total number of patients served during the
same time period

Measures of Global Health

Global monitoring of changes int he
health of various populations requires
the use of “tried and true” global health
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indicators. Global health indicators can
be divided into those that directly mea-
sure health phenomena (e.g., diseases,
deaths, use of services) and indirect
measures (e.g., social development, edu-
cation and poverty indicators); these are
also referred to as proximal and distal
indicators, respectively. As one exam-
ple, when using population statistics to
describe levels of educational attainment
and access to safe water and sanitation,
it is possible to accurately categorize
a country as having a p opulation with
high, medium, or low burden of disease
(Larson and Mercer, 2004).

WHO (2015) co mpiles more than
100 indicators of a broad range of key
public health issues. Commonly used
indicators of life expectancy and mor-
tality include life expectancy at age 60,
healthy life expectancy at birth, infant
and under-5 mortality rates, and the
adult mortality rate. Cause-specific
mortality rates are collected for selected
communicable and noncommunica-
ble diseases. Health services indica-
tors reflect the extent to which people
receive important health interventions.
These services include unmet needs for
family planning, prenatal care coverage,
births attended by skilled health per-
sonnel, vaccination coverage, and other
prevention and treatment coverage for
common diseases among children. It
is also important to report indicators
of risk factors that are associated with
increased mortality and morbidity. In
order to assess the risk of transmission of
diarrheal disease, it is important to know
the percentage of the population that do
not have safe water supplies and sanita-
tion. Use of solid fuels in households is a

proxy indicator for household pollution.
Indicators of the prevalence of diabetes,
hypertension, and obesity all signal the
risk of cardiovascular disease and sev-
eral types of cancer.

Indirect indicators of global health
include health system indicators related
to the workforce, infrastructure, medical
technologies and devices, and govern-
ment expenditures on health. Demo-
graphic and socioeconomic factors
that are major determinants of health
include primary school enrollment, pop-
ulation living in poverty, population size,
crude birth and death rates, total fertil-
ity rates, and per-capita gross national
income.

Anthro-Cultural
Beliefs and Values

A value system orients the members of
a society toward defining what is desir-
able for that society. It has been observed
that even a society as complex and highly
diverse as that found in the United States
can be said to have ar elatively well-
integrated system of institutionalized
common values at the societal level (Par-
sons, 1972). A lthough such aview still
prevails, American society now includes
distinct subcultures whose membership
has increased significantly due to a steady
influx of immigrants from different parts
of the world.

The current system of health services
delivery has roots in the traditional beliefs
and values espoused by the American peo-
ple. This belief and value system governs
the training and general orientation of
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health care providers, the type of health
delivery settings, the financing and alloca-
tion of resources, and access to health care
in the United States.

Among the main beliefs and values
prevalent int he American culture are
those outlined here.

1. The United States has a strong
belief in the advancement of
science and the application of
scientific methods to medicine.
This belief was instrumental
in the creation of the medical
model that primarily governs
US. health care delivery. As
a result, the United States has
long led the world in m edical
breakthroughs. These devel-
opments have had numerous
implications for health services
delivery:

a. They increase the demand
for the latest treatments
and raise patients’ expecta-
tions for finding cures.

b. Because medical profes-
sionals focus on clinical
interventions, they do not
provide adequate emphasis
on the holistic aspects of
health and use of alterna-
tive therapies.

c. Health care professionals
have been trained to focus
on physical symptoms
rather than the underlying
causes of disease.

d. Integrating diagnosis and
treatment with disease pre-
vention has lagged behind

other concerns.

e. Most research efforts have
focused on the develop-
ment of medical technol-
ogy. Fewer resources have
been committed to the pres-
ervation and enhancement
of health and well-being.

f.  Medical specialists, using
the latest technologies, are
held in higher esteem and
earn higher incomes than
do general practitioners.

g. The desirability of health

care delivery institutions
such as hospitals is often
evaluated based on their
acquisition of advanced
technology.

h. Whereas biomedicine has

taken central stage inthe
biomedical model, mental
health diagnosis and treat-
ment have been relegated
to a lesser status.

i. The biomedical model
has neglected the social
and spiritual elements of
health.

The United States has been a
champion of capitalism. Due to
the public’s strong belief in cap-
italism, health care has largely
been viewed as an economic
good (or service), not as a pub-
lic resource.

A culture of capitalism pro-

motes entrepreneurial  spirit

and self-determination. Hence,
individual capabilities to obtain
health services have largely
determined the production and
consumption of health care (i.e.,
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which services will be produced,
where and in which quantities,
and who will have access to
those services). Some key impli-
cations are as follows:

a.

Upper-tier access to health
care services is available
mainly through private
health insurance. Those
with public insurance fall
in a second tier. The unin-
sured make up a third tier.
A clear distinction exists
between the types of ser-
vices for poor and affluent
communities, and between
the types of services avail-
able in rural and inner-city
locations.

The culture of individu-
alism emphasizes indi-
vidual health rather than
population health. Conse-
quently, medical practice
has been directed at keep-
ing the individual healthy,
rather than the entire
community.

A concern for the most
underprivileged classes in
society—the poor, elderly,
disabled, and children—
led to the creation of the
public programs Medicaid,
Medicare, and the Chil-
dren’s Health Insurance
Program (CHIP).

4. US. health care delivery is
guided by principles of free
enterprise and ag eneral dis-
trust of big government. Hence,
health care delivery is largely in
private hands, and a separation

exists between public health
functions and the private prac-
tice of medicine.

Equitable Distribution of
Health Care

Scarcity of economic resources is a central
economic concept. From this perspective,
health care can be viewed as an economic
good. Two fundamental questions arise
with regard to how scarce health care
resources ought to be used:

How much health care should be
produced?
How should health care be distributed?

The first question concerns the appropri-
ate combination of health services that
should be produced in relation to all other
goods and services in the overall economy.
If more health care is produced, a society
may concomitantly devote fewer resources
to producing some other goods, such as
food, clothing, and transportation. The
second question affects individuals at a
more personal level—namely, it deals with
who can receive which type of medical
service, and how access to services will be
restricted.

The production, distribution, and
subsequent consumption of health care
must be perceived as equitable by a society.
No society has found a perfectly equitable
method to distribute limited economic
resources. In fact, any method of resource
distribution  inevitably leaves some
inequalities in its wake. Therefore, societ-
ies try to allocate resources according to
some guiding principles that are deemed
acceptable by the particular society. Such
principles are ingrained inas ociety’s
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value and belief system. It is recognized,
for example, that not everyone can receive
everything medical science has to offer.

A just and fair allocation of health
care poses conceptual and practical diffi-
culties. Hence, a theory of justice is neces-
sary to resolve the problem of health care
allocation (Jonsen, 1986). Even though
various ethical principles can be used to
guide decisions pertaining to just and fair
allocation of health care in individual cir-
cumstances, the concern about providing
equitable access to health services on a
population level is addressed by two con-
trasting theories referred to as market jus-
tice and social justice.

Market Justice

The principle of market justice leaves
the fair distribution of health care up to
the market forces in a free economy. Med-
ical care and its benefits are distributed
based on people’s willingness and ability
to pay (Santerre and Neun, 2010). In other
words, people are entitled to purchase a
share of the available goods and services
that they value; they purchase these val-
ued goods and services by means of wealth
acquired through their own efforts. This
is how most goods and services are dis-
tributed in a free market. The free market
implies that giving people something they
have not earned would be morally and
economically wrong.

The Overview of U.S. Health Care
Delivery chapter discussed several charac-
teristics that describe a free market. These
market characteristics are a precondition
to the distribution of health care services
according to market justice principles.
As previously mentioned, health care in
the United States is not delivered in a free
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market; it is delivered in a quasi-market.
Hence, market justice principles are only
partially applicable to the U.S. health care
delivery system. Distribution of health
care according to market justice is based
on the following key assumptions:

Health care is like any other eco-
nomic good or service, the distribu-
tion and consumption of which are
determined by the free market forces
of supply and demand.

Individuals are responsible for their own
achievements. With the rewards of their
achievements, people are free to obtain
various economic goods and services,
including health care. When individu-
als pursue their own best interests, the
interests of society as a whole are best
served (Ferguson and Maurice, 1970).
People make rational choices in t heir
decisions to purchase health care prod-
ucts and services. Grossman (1972) pro-
posed that health is also an investment
commodity—in other words, people
consider the purchase of health services
an investment. For example, the invest-
ment has am onetary payoff when it
reduces the number of sick days, mak-
ing extra time available for productive
activities, such as earning a living. Alter-
natively, it can have a utility payoff—a
payoff in terms of satisfaction—when it
makes life more enjoyable and fulfilling.
People, in consultation with their phy-
sicians, know what is best for them.
This assumption implies that people
place a certain degree of trust in their
physicians and that the physician—
patient relationship is ongoing.

The marketplace works best with
minimum interference from the gov-
ernment. In other words, the market,
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rather than the government, can allo-
cate health care resources in the most
efficient and equitable manner.

Under market justice, the produc-
tion of health care is determined by how
much consumers are willing and able to
purchase health care at the prevailing
market prices. Thus, prices and ability to
pay ration the quantity and type of health
care services that people consume. The
uninsured and individuals who lack suf-
ficient income to pay for private health
care services face b arriers to obtaining
health care. Such limitations to obtaining
health care are referred to as demand-
side rationing, or “rationing by ability
to pay” (Feldstein, 1994). To some extent,
the uninsured may be able to overcome
some barriers through charitable services.

The key characteristics of the mar-
ket justice system and their implications
are summarized in TABLE 2-5. Market jus-
tice emphasizes individual—rather than
collective—responsibilityforhealth.Itproposes
private—rather than government—solutions
to social problems of health.

Social Justice

The idea of social justice is at odds with
the principles of capitalism and mar-
ket justice. The term “social justice” was
invented in the 19th century by the critics
of capitalism to describe the “good society”
(Kristol, 1978). According to the principle
of social justice, the equitable distribu-
tion of health care is a societal responsi-
bility, which is best achieved by letting the
government take over the production and
distribution of health care. Social justice
regards health care as a social good rather
than an economic good that should be
collectively financed and available to all

citizens regardless of the individual recip-
ient’s ability to pay. The main characteris-
tics and implications of social justice are
summarized in Table 2-5.

Canadians and Europeans long ago
reached a broad consensus that health care
is a social good (Reinhardt, 1994). Public
health also has a social justice orientation
(Turnock, 1997). Under the social justice
system, inability to obtain medical services
because of alack of financial resources is
considered inequitable. Accordingly, a just
distribution of health care must be based
on need, not simply on the individuals
ability to purchase such care in the mar-
ketplace (demand). Need for health care
is determined either by the patient or by a
health professional.

The principle of social justice is also
based on certain assumptions:

Health care is different from most
other goods and services. Health-
seeking behavior is governed primarily
by need rather than by ability to pay.
Responsibility for health is shared. Indi-
viduals are not held completely respon-
sible for their condition because factors
outside their control may have brought
on the condition. Society is held
responsible because individuals cannot
control certain environmental factors,
such as economic inequalities, unem-
ployment, or unsanitary conditions.
Society has an obligation to the col-
lective good. The well-being of the
community is superior to that of the
individual. An unhealthy individual is
a burden on society. A person carry-
ing a deadly infection, for example, is
a threat to society. Society, therefore, is
obligated to cure the problem by pro-
viding health care to the individual. By
doing so, the whole society will benefit.
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Views health care as an economic good

Assumes free-market conditions for health
services delivery

Assumes that markets are more efficient
in allocating health resources equitably

Production and distribution of health care
determined by market-based demand

Medical care distribution based on people’s
ability to pay

Access to medical care viewed as an
economic reward of personal effort and
achievement

Individual responsibility for health

Benefits based on individual
purchasing power

Limited obligation to the collective good

Emphasis on individual well-being

Private solutions to social problems

Rationing based on ability to pay

The government, not the market, can
better decide through central planning
how much health care to produce and
how to distribute it to all citizens.

TABLE 2-5 Comparison of Market Justice and Social Justice

Market Justice Social Justice
Characteristics

Views health care as a social resource

Requires active government involvement
in health services delivery

Assumes that the government is more
efficient in allocating health resources
equitably

Medical resource allocation determined
by central planning

Ability to pay is inconsequential
for receiving medical care

Equal access to medical services
viewed as a basic right

Implications

Collective responsibility for health

Everyone is entitled to a basic package
of benefits

Strong obligation to the collective good

Community well-being supersedes that
of the individual

Public solutions to social problems

Planned rationing of health care

Just as true market justice does not

exist in health care, so true social justice
also does not exist. In the real world, no
society can afford to provide unlimited
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amounts of health care to all its citizens
(Feldstein, 1994). The government may
offer insurance coverage to all, but must
also find ways to limit the availability of
certain health care services. For exam-
ple, under the social justice principle,
the government decides how technology
will be dispersed and who will be allowed
access to certain types of costly high-
tech services, even though basic services
may be available to all. The government
engages in supply-side rationing,
which is also referred to as planned
rationing, or nonprice rationing. In
social justice systems, the government
uses “health planning” to limit the sup-
ply of health care services, although the
limited resources are often more equally
dispersed throughout the country than is
generally the case under a market justice
system. The necessity of rationing health
care explains why citizens of a country
can be given universal coverage but not
universal access. Even when a co vered
individual has a medical need, depending
on the nature of health services required,
he or she may have to wait until services
become available.

Justice in the U.S. Health
Delivery System

In a quasi-perfect or imperfect market,
such as the market for health care deliv-
ery in the United States, elements of both
the market and social justice principles
exist. In some areas, the principles of
market and social justice complement
each other. In other areas, the two pres-
ent conflicts.

The two contrasting principles com-
plement each other in the employer-based
health insurance available to most

middle-class working Americans (mar-
ket justice) and the publicly financed
Medicare, Medicaid, and CHIP coverage
for certain disadvantaged groups (social
justice). Insured populations access
health care services delivered mainly by
private practitioners and private insti-
tutions (market justice). Tax-supported
county and city hospitals, public health
clinics, and community health centers
can be accessed by the uninsured in areas
where such services are available (social
justice).

Market and social justice principles
create conflicts when health care resources
are not uniformly distributed throughout
the United States, and when there is a gen-
eral shortage of primary care physicians
(an issue discussed in the Health Services
Professionals chapter). Consequently, in
spite of having public insurance, many
Medicaid-covered patients have difficulty
obtaining timely access, particularly in
rural and inner-city areas. This conflict
is partly created by artificially low reim-
bursement from public programs; in
comparison, reimbursement from private
payers is more generous.

Limitations of Market Justice

The principles of market justice work
well for allocating economic goods when
their unequal distribution does not affect
the larger society. For example, based on
individual success, people live in differ-
ent sizes and styles of homes, drive dif-
ferent types of automobiles, and spend
their money on avariety of things. In
other cases, the allocation of resources
has wider repercussions for society. In
these areas, market justice has severe
limitations:
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Market justice principles fail to rec-
tify critical human concerns. Perva-
sive social problems, such as crime,
illiteracy, and homelessness, can sig-
nificantly weaken the cohesion of a
society. Indeed, the United States has
recognized such issues and instituted
programs based on the social justice
principle to combat such problems.
These programs have added police
protection, publicly supported educa-
tion, and subsidized housing for many
poor and elderly populations. Health
care is an important social issue
because it not only affects human
productivity and achievement but also
provides basic human dignity.

Market justice does not always protect
a society. Individual health issues can
have negative consequences for soci-
ety because ill health is not always
confined to the individual. The AIDS
epidemic is an example of how a
society can be put at serious risk by
illness originally affecting just a few
subpopulations. The initial spread of
the SARS epidemic in Beijing, China,
was largely due to patients with SARS
symptoms being turned away by
hospitals because they were not able
to pay in advance for the cost of the
treatment. Similar to clean air and
water, health care is a social concern
that, in the long run, protects against
the burden of preventable disease and
disability—a burden that is ultimately
borne by society at large.

Market justice does not work well
in health care delivery. Ont he one
hand, a g rowing national economy
and prosperity int he past didn ot
materially reduce the number of unin-
sured Americans. On the other hand,

the number of uninsured increases
during economic downturns. For
example, during the 2007-2009
recession, 5 mi llion Americans lost
employment-based health insurance
(Holahan, 2011).

Integration of
Individual and
Population Health

It has been recognized that the typical
emphasis on the treatment of acute illness
in hospitals, biomedical research, and high
technology has not significantly improved
the population’s health. Instead, the med-
ical model should be integrated with
a disease-prevention, health-promotion,
primary care-based model to produce sig-
nificant gains in health. Society will always
need the benefits of modern science and
technology for the treatment of disease,
but health promotion and primary care
can prevent and delay the onset of many
diseases, disability, and premature death.
An integrated approach will improve the
overall health of the population, enhance
people’s quality of life, and conserve health
care resources.

The real challenge for the health care
delivery system is incorporating the medi-
cal and wellness models within the holistic
context of health. For instance, the Ottawa
Charter for Health Promotion mentions
caring, holism, and ecology as essential
issues in developing strategies for health
promotion (de L eeuw, 1989). “ Holism”
and “ecology” refer to the complex rela-
tionships that exist among (1) the indi-
vidual; (2) the health care delivery system;
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and (3) the physical, social, cultural, and
economic environmental factors. In addi-
tion, as noted by an increasing body of
research, the spiritual dimension must be
incorporated into the integrated model.

Another equally important challenge
for the health care delivery system is
focusing on both individual and popula-
tion health outcomes. The nature of health
is complex, and the interrelationships
among the physical, mental, social, and
spiritual dimensions are not well under-
stood. Translating this multidimensional
framework of health into specific actions
that are efficiently configured to achieve
better individual and community health is
one of the greatest challenges that today’s
health care systems face.

For an integrated approach to become
reality, the best American ingenuity must
be applied in addressing health-spending
reductions and coordination of services
among public health agencies, hospitals,
and other health care providers. Commu-
nity hospitals, in p articular, are increas-
ingly held accountable for the health status
of the communities in w hich they are
located. To fulfill this mission, hospitals
must first conduct a health assessment of
their communities. Such assessments pro-
vide broad perspectives of the local popu-
lation’s health and point to specific needs
that health care providers can address.
These assessments can help pinpoint
interventions that should be given priority
to improve the population’s health status
or address critical issues pertaining to cer-
tain subgroups within the population.

Healthy People Initiatives

Since 1980, the United States has under-
taken 10-year plans outlining certain key

national health objectives to be accom-
plished during each of the 10-year peri-
ods. The objectives are developed by a
consortium of national and state orga-
nizations under the leadership of the
U.S. Surgeon General. The first of these
programs, with objectives for 1990, pro-
vided national goals for reducing prema-
ture deaths among all age groups and for
reducing the average number of days of
illness among persons older than age 65.
A final review of this program concluded
that positive changes in premature deaths
had been achieved for all age categories
except adolescents, but that illness among
the elderly had not been reduced. How-
ever, the review set the stage to develop
and modify the goals and objectives for
the subsequent 10-year program (Chrvala
and Bulger, 1999).

Healthy People 2000: National Health
Promotion and Disease Prevention Objec-
tives identified three main goals to be
reached by the year 2000: (1) increase
the span of healthy life for Americans;
(2) reduce health disparities and wasteful
care; and (3) promote individual respon-
sibility and accountability for one’s health
as well as improved access to basic ser-
vices. In a broad sense, these services
include medical care, preventive services,
health promotion, and social policy to
improve education, lifestyle, employment,
and housing (FIGURE 2-4). According to
the final review, the major accomplish-
ments of Healthy People 2000 included
surpassing the targets for reducing deaths
from coronary heart disease and cancer;
meeting the targets for mammography
exams, violent deaths, tobacco-related
deaths, and incidence rates of AIDS and
syphilis; nearly meeting the targets for
infant mortality and number of children
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FIGURE 2-4 Integrated model for holistic health.

with elevated levels of lead in their blood;
and making some progress toward reduc-
ing health disparities among special
populations.

The Ottawa Charter has proposed
achieving health objectives through social
public policy and community action. An
integrated approach also necessitates cre-
ation of a new model for training health care
professionals that forms partnerships with
the community (Henry, 1993). The follow-
ing paragraphs describe examples of com-
munity partnerships reflected in community
health assessments and Healthy People initia-
tives. Community health assessment is a
method used to conduct broad assessments
of populations at alocal or state level. To
integrate individual and community health,
the assessment is best conducted through
collaboration with community members
and local authorities (DHHS, 1992).

Healthy People 2010: Healthy People in
Healthy Communities continued the ear-
lier tradition as an instrument to improve
the health of the American people in the

tirst decade of the 21st century. It focused
on two broad goals: (1) to increase qual-
ity and years of healthy life; and (2) to
eliminate health disparities. It went a step
beyond the previous initiatives by empha-
sizing the role of community partners
(businesses, local governments, and civic,
professional, and religious organizations)
as effective agents for improving health in
their local communities (DHHS, 1998).
The final report revealed that 23% of the
targets were met or exceeded and that the
nation had made progress toward 48% of
the targets. Specifically, life expectancy
at birth, expected years in good or better
health, and expected years free of activity
limitations all improved, though expected
years free of selected chronic diseases
decreased. While many of the targets have
been met or are in progress, the goal of
reducing health disparities has not been
achieved. Health disparities identified in
approximately 80% of the objectives have
not changed, and they even increased in
another 13% o f the objectives (NCHS,
2012). Hence, challenges remain int he
reduction of chronic conditions and health
disparities among population groups.

Healthy People 2020

Launched in 2010, Healthy People 2020
(DHHS, 2010b)h as af ivefold mission:
(1) identify nationwide health improve-
ment priorities; (2) increase public aware-
ness and understanding of the determinants
of health, disease, and disability and the
opportunities for progress; (3) provide mea-
surable objectives and goals that can be used
at the national, state, and local levels; (4)
engage multiple sectors to take actions that
are driven by the best available evidence and
knowledge; and (5) identify critical research
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and data collection needs. This initiative
also has four overarching goals:

Attain high-quality and longer lives
free of preventable disease, disability,
injury, and premature death.

Achieve health equity, eliminate dis-
parities, and improve the health of all
groups.

Create social and physical environ-
ments that promote good health for all.
Promote quality of life, healthy devel-
opment, and healthy behaviors across
all life stages.

These overarching goals are in line with
the tradition of earlier Healthy People ini-
tiatives but place particular emphasis on
the determinants of health.

FIGURE 2-5 illustrates the action model
to achieve the Healthy People 2020 over-
arching goals. This model illustrates that

interventions (i.e., policies, programs,
information) influence the determinants
of health at four levels and lead to improve-
ments in o utcomes: (1)in dividual; (2)
social, family, and community; (3) li ving
and working conditions; and (4) broad
social, economic, cultural, health, and
environmental conditions. Results are
to be demonstrated through assessment,
monitoring, and evaluation, and the dis-
semination of findings will provide feed-
back for future interventions.

Healthy People 2020 differs from pre-
vious Healthy People initiatives in that it
includes multiple new topic areas to its
objectives list, such as adolescent health,
genomics, global health, health communi-
cation and health information technology,
and social determinants of health. Healthy
People 2020 has 42 t opic areas, with 13
new areas (TABLE 2-6).

Determinants of health

Interventions

* Policies
e Programs Locate individual

: - traits: age, sex,
* Information race, and

biological
factors

Across life course

Outcomes

¢ Behavioral outcomes

* Specific risk factors,
diseases, and conditions

e Injuries

* Well-being and
health-related
quality of life

* Health equity

Assessment, Monitoring,
Evaluation, and Dissemination

FIGURE 2-5 Action model to achieve U.S. Healthy People 2020 overarching goals.

Courtesy of Department of Health and Human Services (DHHS). 2008. The Secretary’s Advisory Committee on National Health Promotion and Disease Prevention
Objectives for 2020. 2008. Phase | report: Recommendations for the framework and format of Healthy Peaple 2020. Section IV. Advisory Committee findings and
recommendations. Available at: http://www.healthypeople.gov/2010/hp2020/advisory/phasei/sec4.htm. Accessed April 2017.
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TABLE 2-6 Hfealthy People 2020 Topic Areas

1. 22.

Integration of Individual and Population Health

Access to health services

2. Adolescent health!
3. Arthritis, osteoporosis, and chronic back
conditions
4. Blood disorders and blood safety'
5. Cancer
6. Chronic kidney disease
7. Dementias, including Alzheimer's disease’
8. Diabetes
9. Disability and health
10.  Early and middle childhood'
11.  Educational and community-based
programs
12. Environmental health
13. Family planning
14.  Food safety
15.  Genomics'
16.  Global health'
17.  Health communication and health
information technology
18.  Health care-associated infections'
19.  Health-related quality of life and well-being’
20. Hearing and other sensory or
communication disorders
21. Heart disease and stroke
TNew topic area.

23.

24.

25.

26.

27.

28.

29.

30.

32.

33.

34.

35.

36.

37.

38.

il

41.

42.

HIV

Immunization and infectious diseases
Injury and violence prevention
Lesbian, gay, bisexual, and transgender
health'

Maternal, infant, and child health
Medical product safety

Mental health and mental disorders
Nutrition and weight status
Occupational safety and health

Older adults'

Oral health

Physical activity
Preparedness’

Public health infrastructure
Respiratory diseases

Sexually transmitted diseases

Sleep health'

Social determinants of health'
Substance abuse

Tobacco use

Vision
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Measurement of
Healthy People 2020

Healthy People 2020 establishes four
foundational health measures to monitor
progress toward achieving its goals. The
foundational health measures include
general health status, health-related
quality of life and well-being, determi-
nants of health, and disparities. Mea-
sures of general health status include
life expectancy, healthy life expectancy,
years of potential life lost, physically and
mentally unhealthy days, self-assessed
health status, limitations of activity,
and chronic disease prevalence. Mea-
sures of health-related quality of life
and well-being include physical, mental,
and social health-related quality of life,
well-being/satisfaction, and participa-
tion in common activities. Healthy Peo-
ple 2020 defines determinants of health
as “a range of personal, social, economic,
and environmental factors that influence
health status. Determinants of health
include such things as biology, genetics,
individual behavior, access to health ser-
vices, and the environment in which peo-
ple are born, live, learn, play, work, and
age” Measures of disparities and inequity
include differences in health status based
on race/ethnicity, gender, physical and
mental ability, and geography (DHHS,
2010b).

Global health is also an important
topic area in Healthy People 2020. The
measurement of global health focuses
on two aspects: (1) measuring the reduc-
tion of global diseases int he United
States, including malaria and tuberculosis
(TB); and (2) measuring “global capac-
ity in support of the International Health

Regulations to detect and contain emerg-
ing health threats” (DHHS, 2010b). The
indicators include the number of global
disease detection (GDD) regional centers
worldwide, the number of public health
professionals trained by GDD programs
worldwide, the number of public health
professionals trained by GDD programs
worldwide, and the number of diagnos-
tic tests established or improved by GDD
programs (DHHS, 2010b).

Achievement of
Healthy People 2020

Ongoing review has focused on how well
the health care system is working toward
achieving its delineated goals (Healthy
People 2020, 2014). The findings of these
ongoing studies are compared to the base-
line data from the beginning of the 10-year
period to determine whether adequate
progress has occurred.

In total, Healthy People 2020 con-
tains 42 topic areas with more than 1,200
objectives. A subset of 26 of the objectives,
known as the leading health indicators
(LHI), is used to track the progress of the
initiative and communicate high-priority
health issues. Of the 26 LHIs, 4 indicators
have met or exceeded their Healthy Peo-
ple 2020 targets, 10 show improvement, 8
show little or undetectable change, and 3
are getting worse. One indicator has only
baseline data available.

To date, indicators for access to health
services show little change in t his area.
Although the proportion of people with
medical insurance increased under the
ACA, the target of 100% h as not been
reached. Similarly, access to a usual-care

© Jones & Bartlett Learning, LLC. NOT FOR SALE OR DISTRIBUTION.




provider has increased but has not met
Healthy People 2020’s target.

Many of the LHIs for clinical preven-
tive services show improvement. The per-
centage of adults receiving colorectal cancer
screenings, adults with hypertension whose
blood pressure is controlled, and children
receiving recommended vaccines have all
increased significantly, moving toward the
Healthy People 2020 target (Egan et al., 2014).
In contrast, the rate of adults with diabetes
who also have poor glycemic control has not
shown any significant improvement.

Some environmental quality indi-
cators have not only met their Healthy
People 2020 goals, but actually exceeded
them. The Air Quality Index, which
assesses changes in air quality by number
and severity of unhealthy days, met its
goal. Likewise, the goal for reducing the
percentage of children exposed to second-
hand smoke has been achieved.

So far, the LHIs for injury and violence
show positive progress. Injury deaths have
decreased by 43% and the homicide rate
has declined by 13%, both of which meet
the Healthy People 2020 targets.

Maternal and child health LHIs are
significantly improving, with infant deaths
and total preterm live births almost achiev-
ing their Healthy People 2020 targets. Con-
versely, the LHIs for mental health appear
to be significantly worse than those mea-
sures at baseline. The suicide rate has
increased by 7%, and the percentage of
adolescents with major depressive epi-
sodes has increased by almost 10%.

The LHIs for nutrition, physical activ-
ity, and obesity mostly show little or no
detectable change. Rates of obesity among
adults, children, and adolescents have all
increased between 4% and 5%, a Ithough

Summary 85

these changes are not statistically signifi-
cant. Intake of vegetables remains stagnant.
In a promising development, the percent-
age of adults meeting the federal physical
activity guidelines has increased by 13%,
exceeding the Healthy People 2020 target.

In the area of oral health, the LHI is
moving away from the target, showing a
6% decrease in the percentage of children,
adolescents, and adults who had a den-
tal visit in the past year. In contrast, the
LHIs for reproductive and sexual health
and social determinants show some prog-
ress toward the Healthy People 2020 goals.
Substance abuse indicators are mixed.
While the number of adolescents using
alcohol or illicit drugs has decreased,
the prevalence of binge drinking among
adults shows no change. The prevalence
of adolescent cigarette smoking has
slightly decreased, with the overall ciga-
rette smoking rate showing an even larger
decrease of approximately 12%.

Summary

The delivery of health care is primar-
ily driven by the medical model, which
emphasizes illness rather than wellness.
Holistic concepts of health, along with
the integration of medical care with pre-
ventive and health promotional efforts,
need to be adopted to significantly
improve the health of Americans. Such
an approach would require individu-
als to take responsibility for their own
health-oriented behaviors, as well as the
establishment of community partnerships
to improve both personal and community
health. Understanding the determinants
of health, providing health education,
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utilizing community health assessment,
and promoting national initiatives, such
as Healthy People, are essential to accom-
plish these goals. Healthy People 2020,
launched in 2010, co ntinues its goals of
improving health and eliminating health
disparities int he United States. Public
health has drawn increased attention in
recent times because of the growing rec-
ognition of its role in health protection,
environmental health, and preparedness
for natural disasters and bioterrorism.
Moreover, public health has now become
global in its scope.

Programs to address the various facets
of health and its determinants, and ongoing
initiatives in the areas of prevention, health
promotion, health protection, and equal-
ity, are complex undertakings and require
substantial financial resources. Objec-
tive measures play a cr itical role both in

Test Your Understanding

evaluating the success of various programs
and in directing future planning activities.

The broad concern of achieving
equitable access to health services can be
addressed by considering the contrasting
theories of market justice and social jus-
tice. Countries offering universal coverage
have adopted the principles of social jus-
tice, under which the government finances
health care services and decides on the
distribution of those services. However,
because no country can afford to provide
unlimited amounts of health care to all
citizens, supply-side rationing becomes
inevitable in such a system. Many of the
characteristics of the U.S. health care sys-
tem trace back to the beliefs and values
underlying the American culture. Under
market justice, not all citizens have health
insurance coverage, a phenomenon called
demand-side rationing.

Terminology
activities of daily living health determinants
(ADLs) health risk appraisal
acute condition holistic health
agent holistic medicine
bioterrorism host
cases iatrogenic illnesses
chronic condition immigration
community health incidence
assessment instrumental activities of
crude rates daily living (IADLs)
demand-side rationing life expectancy
emigration market justice
environment medical model
environmental health migration
epidemic morbidity
fertility mortality
health care natality

planned rationing
population at risk
prevalence

primary prevention
public health

quality of life

risk factors
secondary prevention
social contacts

social justice

social resources
subacute condition
supply-side rationing
surge capacity
tertiary prevention
utilization
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Review Questions

1.

10.

What is the role of health risk
appraisal in h ealth promotion and
disease prevention?

Health promotion and disease pre-
vention may require both behav-
ioral modification and therapeutic
intervention. Discuss.

Discuss the definitions of health
presented in this chapter in terms of
their implications for the health care
delivery system.

What are the main objectives of
public health?

Discuss the significance of an indi-
vidual's quality of life from the
health care delivery perspective.
Which “preparedness”-related mea-
sures have been taken to cope with
potential natural and human-made
disasters since the tragic events of
9/11% Assess their effectiveness.

The Blum model points to four key
determinants of health. Discuss
their implications for health care
delivery.

What has been the main cause of the
dichotomy between the way physi-
cal and mental health issues have
traditionally been addressed by the
health care delivery system?

Discuss the main cultural beliefs
and values in American society that
have influenced health care delivery,
including how they have shaped the
health care delivery system.

Briefly describe the concepts of
market justice and social justice. In
which ways do the two principles

11.

12.

13.

14.

15.

Test Your Understanding 87

complement each other, and in

which ways are they in conflictin the

U.S. system of health care delivery?

Describe how health care is rationed

in the market justice and social jus-

tice systems.

To what extent doy ou think the

objectives set forth in Healthy Peo-

ple initiatives can achieve the vision

of an integrated approach to health

care delivery in the United States?

What are the major differences

between Healthy People 2020

and the previous Healthy People

initiatives?

How can health care administrators

and policymakers use the various

measures of health status and ser-

vice utilization? Please use examples

to illustrate your answer.

Using the data given in the table:

a. Compute crude birth rates for
2005 and 2010.

b. Compute crude death rates for
2005 and 2010.

c. Compute cancer mortality rates
for 2005 and 2010.

d. Answer the following questions:

i. Did the infant death rates
improve between 2005 a nd
2010?

ii. Which conclusions can you
draw about the demographic
change in this population?

iii. Have efforts to prevent death
from heart disease been suc-
cessful in this population?
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Total

Male

Female

Whites

Blacks

Number of live births

Number of infant deaths (birth to 1 year)
Number of total deaths

Deaths from heart disease

Deaths from cancer
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248,710 262,755
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