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s e c t i o n

I
A Call to Action

To confront the chronic disease epidemic that threatens to dominate 
human health in the 21st century, public health practice must begin to 
focus on far more than providing basic medical care. To establish a favor-
able environment for human well-being, public health practitioners must 
concentrate on effecting social change by helping to modify individual 
behaviors and lifestyles, to improve social and economic conditions, and 
to reform social policies.

This section serves as a call to action by demonstrating that the most 
critical threats to both the public’s health and public health as an institu-
tion can be addressed only with profound social changes. 
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Emerging Threats 
to the Public’s 

Health: Need for 
Social Change

An epidemic of chronic disease threatens the public’s health. Fueling 
this epidemic are unhealthy lifestyles and behaviors, deteriorating social 
conditions, and an increasingly hazardous environment, coupled with a 
crisis in access to quality health care. The emerging chronic disease epi-
demic poses both a threat to the public’s health and a challenge to public 
health practice. Public health practice must focus on far more than the 
provision of medical care. It must, first and foremost, dedicate its efforts 
to modifying individual lifestyle and behavior, to improving social and 
economic conditions, and to reforming social policy to establish an envi-
ronment that fosters optimal human health. In other words, the business 
of public health must focus on creating social change.

The United States is experiencing an epidemic unlike any in its history. 
Chronic disease is now responsible for 7 of every 10 deaths in the coun-
try each year—1.7 million deaths in all (Kung et al., 2008). The impact 
extends beyond mortality rates: approximately one-fourth of people with 
chronic conditions have one or more limitations on their daily activi-
ties (Anderson, 2004); 100 million Americans—more than one-third of 
the U.S. population—experience disability or severe limitation of their 
daily activities due to chronic disease. Chronic disease afflicts more than 
120 million Americans and is projected to affect up to 134 million by the 
year 2020. By then, the costs associated with the epidemic will approach 
$1 trillion per year.

Unlike previous epidemics, the historic proportions associated with 
chronic disease today are not reported as front-page news, efforts to con-
front the issues are not among the priority program activities of most local 
health departments, and policymakers allocate precious few resources 
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4	 Chapter 1    Emerging Threats to the Public’s Health

to eliminating the epidemic or even to slowing its spread. Improving 
sanitation and hygiene will do little to stem the tide. Even the medical 
profession is nearly powerless against it.

The primary and most urgent challenge to public health today is to 
find a way to halt the epidemic of chronic disease that threatens to domi-
nate the population in the 21st century. Chronic diseases—heart disease, 
cancer, stroke, injuries, chronic obstructive lung disease, diabetes, and 
liver disease—are the chief causes of death among Americans in the 21st 
century (Figure 1-1).

By far, the leading causes of death in the United States are heart disease 
and cancer, which accounted for 25% and 23% of all deaths, respectively, 
in 2007 (National Center for Health Statistics [NCHS], 2011). Injuries, 
including motor vehicle accidents, suicides, homicides, falls, and drown-
ings, accounted for an additional 156,000 deaths annually (6.4% of all 
deaths) and were the leading causes of death among persons aged 15 to 
24 years in 2007 (NCHS, 2011). Violence, in particular, is an alarming 
part of the chronic disease epidemic. Homicide alone is the leading cause 
of death among Blacks aged 15 to 24 and is the second leading cause 
of death among all persons in this age group (NCHS, 2011; Rosenberg, 
Powell, & Hammond, 1997; Satcher, 1996). Annually, cerebrovascular 
diseases (stroke) and chronic lower respiratory tract diseases cause an 
additional 135,000 and 127,000 deaths, respectively (10.9% of all deaths; 
NCHS, 2011).

Chronic diseases also cause a substantial amount of disability and 
suffering among Americans. Approximately 100 million people in the 

Figure 1-1  Causes of Death—United States, 2007

Source: National Center for Health Statistics. (2011). Health, United States, 2010: With Special Feature on Death and 
Dying, p. 33. Hyattsville, MD.
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United States have one or more chronic medical conditions, such as heart 
disease, stroke, cancer, arthritis, diabetes, lung disease, osteoporosis, 
multiple sclerosis, and mental retardation; about 40% of this population 
has more than one chronic condition (Hoffman, Rice, & Sung, 1996). 
The direct medical costs associated with chronic diseases accounted for 
about 76% of all direct medical expenditures in the nation (Hoffman 
et al., 1996). Furthermore, chronic diseases resulted in 11.6% of all 
individuals, and 32.6% of those ages 65 years and over, having limitation 
of activity (i.e., limitation of their ability to perform activities usual for 
their age group) in 2006 (NCHS, 2009).

Despite advances in medical knowledge and treatment, little progress 
has been made in stemming the epidemic. Although stroke mortality rates 
declined by 71% and heart disease mortality rates declined by 61% from 
1970 to 2007 (NCHS, 2011), only about one-third of the decline in mor-
tality was due to a reduction in the incidence of cardiovascular disease 
(Sytkowski, Kannel, & D’Agostino, 1990), and the burden of disease 
morbidity is expected to increase, especially among the elderly (Bonneux 
et al., 1994). Although fewer people are dying of their disease, nearly 
the same proportion has cardiovascular disease and suffers from their 
chronic conditions (Bonneux et al., 1994; Centers for Disease Control 
and Prevention [CDC], 1993). Between 1997–1998 and 2008–2009, the 
percent of persons reporting a diagnosis of heart disease or a heart condi-
tion decreased by one-half of a percent (from 12.0% to 11.5%), whereas 
the percentage of persons reporting a diagnosis of stroke increased from 
2.3% to 2.7% (NCHS, 2011).

Thus, the overall health status among the American population seems 
to be worsening, not improving. Between 1993 and 2001, the adjusted 
proportion of adults who self-rated their health status as being poor 
increased from 3.3% to 4.1% (Zahran et al., 2005). The proportion 
of adults who reported more than 13 days of activity limitation due to 
ill health increased from 5.3% to 5.9%. Also, the adjusted proportion 
who reported more than 13 unhealthy days due to poor physical health 
increased from 9.3% to 10.2% (Zahran et al., 2005).

Overall cancer death rates have remained essentially unchanged for the 
past 50 years (NCHS, 2011). There has been a modest decline in mortality 
from colorectal cancer, stomach cancer, uterine cancer, and liver cancer, 
but these changes have been more than offset by the striking increase in 
lung cancer mortality (American Cancer Society, 1994; NCHS, 2011). 
Although lung cancer death rates among men peaked in the early 1990s, 
rates are still increasing among women (NCHS, 2011).

The overall rate of suicide in the United States has decreased slightly 
since 1950. However, among U.S. teenagers the suicide rate has more than 
doubled (NCHS, 2011). In this same time period, the overall homicide 
rate has increased slightly, whereas the homicide rate among teenagers 
has nearly tripled, mostly due to the widespread availability of firearms 
(NCHS, 2011; Satcher, 1996).
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6	 Chapter 1    Emerging Threats to the Public’s Health

The incidence of diabetes among adults more than tripled from 1980 
through 2009 (CDC, 2011). The burden of this disease falls largely on 
minority populations: Data from 2005–2008 show that 10.9% of adults 
over age 20 years have either physician-diagnosed or undiagnosed dia-
betes. This percentage falls to 9.2% among non-Hispanic Whites and 
increases to 16.9% among Mexicans and 19.9% among Blacks (NCHS, 
2011). Rates of diabetes also increase as poverty increases (NCHS, 2011). 
Diabetes is merely one example of the increased burden of disease among 
minority and underserved populations. Ischemic heart disease death rates, 
which were higher among Whites than Blacks in 1980, have declined in 
both groups but more rapidly among Whites, so that rates are now higher 
among Blacks than Whites (NCHS, 2011).

The disparity in overall mortality between higher and lower socioeco-
nomic groups continues to increase in the United States (Pappas et al., 
1993). Between 1960 and 1986, overall mortality declined in all socio-
economic groups, but declines were significantly greater among persons 
with higher income and higher levels of education (Pappas et al., 1993). 
In communities that are particularly poor, death rates among Blacks 
have changed little since 1960 (Jenkins et al., 1977; McCord & Freeman, 
1990; Pappas et al., 1993).

A striking disparity between higher and lower socioeconomic groups 
is evident not only in mortality but in morbidity as well. Although only 
9.5% of non-poor individuals (those with incomes at least 200% of the 
poverty level) reported limitation of activity due to chronic disease in 
2006, 22.1% of poor individuals (below the poverty threshold) reported 
limitation of activity, compared with 8.7% of those above 200% of the 
poverty level (NCHS, 2009). Although only 4.3% of individuals at or 
above 400% of the poverty level reported fair or poor health in 2009 
(compared with good or excellent health), 21.8% of poor persons did 
(NCHS, 2011).

The contrast in health status between higher and lower socioeconomic 
class groups is itself a component of the chronic disease epidemic. Several 
studies have shown that the persistence of social class differences in health 
status is a stronger determinant of overall poor health than the level 
of poverty and disadvantage in a community (Henig, 1997; Kennedy, 
Kawachi, & Prothrow-Stith, 1995; Marmot, Bobak, & Smith, 1995; 
McCord & Freeman, 1990; Navarro, 1997; Townsend & Davidson, 
1982; Wilkinson, 1990, 1992, 1997). Johns Hopkins University professor 
Vincente Navarro (1997, p. 335) pointed out the following:

A poor person in Harlem, New York City, is likely to have worse 
health status than a middle-class person in Bangladesh (one of the 
poorest countries in the world), even though the former has, in 
absolute terms, more resources (monetary resources and goods 
and services) than the latter. Still, to be poor in Harlem is far more 
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difficult (because of the social and psychological distance from the 
rest of society) than to be middle class in Bangladesh. It is not class 
structure but class relations that affect the levels of health of our 
populations.

The chronic disease epidemic must be viewed with no less urgency 
and concern than traditional infectious disease “epidemics” that have 
plagued society for centuries. As Dr. David Satcher, former director of the 
CDC, noted, chronic disease (violence, in particular) “can erode the well-
being of neighborhoods and destroy communities with the same deadly 
impact as the outbreak of a fatal disease” (Satcher, 1996, p. 1707). And 
an editorial in American Journal of Public Health asserted, “We should 
be as much concerned about the thousands of people who are homeless 
in American cities and the thousands of children in residentially unstable 
families as we are when there is an epidemic of an infectious disease 
affecting a few hundred people, and we should respond with the same 
urgency” (Breakey, 1997, p. 153).

Recognizing the factors fueling the chronic disease epidemic is neces-
sary to understand why medical and traditional public health efforts have 
been virtually powerless in confronting chronic disease. These factors 
are (1) unhealthy lifestyles and behaviors, (2) deteriorating social and 
economic conditions, and (3) a crisis in access to quality health care.

■■ UNHEALTHY LIFESTYLES AND BEHAVIORS

A large body of medical and public health literature documents the role 
of individual behavior in disease, especially chronic disease. A series of 
large, population-based, cohort studies identified behavioral risk fac-
tors for a variety of chronic diseases, most notably heart disease, stroke, 
and cancer (Slater & Carlton, 1985). The Harvard Report on Cancer 
Prevention concluded that two-thirds of cancer deaths alone could be 
prevented by changes in individual behavior (Colditz et al., 1996).

Researchers from the CDC estimated that of the 2.4 million annual 
deaths in the United States, more than 400,000 could be prevented by 
eliminating tobacco use, approximately 365,000 could be prevented 
through improved diet and physical activity, another 85,000 could be 
prevented by eliminating excess alcohol consumption, and an addi-
tional 20,000 could be prevented by eliminating unsafe sexual practices 
(Mokdad et al., 2004, 2005). Other behavior-related, preventable causes 
of death include workplace, home, recreational, and roadway injuries; 
firearms-related injuries; high blood pressure and high cholesterol levels 
(which are related to diet and physical activity); illicit drug use; and 
breast and cervical cancer (where early screening could impact progno-
sis; CDC, 1995; Mokdad et al., 2004; U.S. Department of Health and 
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8	 Chapter 1    Emerging Threats to the Public’s Health

Human Services [USDHHS], 1995). In total, about 1.1 million American 
lives, or nearly one-half of all deaths, could be saved each year by changes 
in individual health-related behaviors.

■■ DETERIORATING SOCIAL AND ECONOMIC CONDITIONS

Poverty
The single best predictor of a person’s health status is his or her socioeco-
nomic status (Adler et al., 1997; Antonovsky, 1967; Gregorio, Walsh, & 
Paturzo, 1997; Hemingway et al., 1997; Kaplan & Lynch, 1997; Kawachi 
et al., 1997; Kitagawa & Hauser, 1973; Lynch, Kaplan, & Shema, 1997; 
Marmot et al., 1995; McDonough et al., 1997; Moss, 1997; Pappas et al., 
1993; Patrick & Wickizer, 1995; Power et al., 1997; Satcher, 1996; Susser, 
Watson, & Hopper, 1985; Syme & Berkman, 1976; Yeracaris & Kim, 
1978). Age-adjusted death rates for White males in 1986 ranged from 
2.4 per thousand among men with an income greater than $25,000 to 
16.0 per thousand among those with an income below $9,000 (Pappas 
et al., 1993). A similar pattern held for White females (1.6 vs. 6.5 per 
thousand, respectively), Black males (3.6 vs. 19.5 per thousand, respec-
tively), and Black females (2.3 vs. 7.6 per thousand, respectively).

Even after controlling for differences in unhealthy behaviors and life-
styles (e.g., smoking, alcohol use, drug use) and for access to health care, 
poverty remains a strong, independent predictor of poor health (Haan, 
Kaplan, & Camacho, 1987; Lantz et al., 1998). Controlling for baseline 
health status, race, income, employment status, access to medical care, 
health insurance coverage, smoking, alcohol consumption, physical activ-
ity, body mass index, and several other factors, persons living in poverty-
stricken areas still have about a two to three times higher mortality rate 
than those who do not (Haan et al., 1987; Lantz et al., 1998). As Henig 
(1997) concluded, “the very fact of being poor is itself an independent 
risk factor for getting sick” (p. 103).

Poverty is a particularly strong risk factor for disease and death among 
children. Children who grow up in poverty are eight times more likely 
to die from homicide, five times more likely to have a physical or mental 
disability, five times more likely to be subject to child abuse, three times 
more likely to die in childhood, and twice as likely to be killed in an 
accident (Children’s Defense Fund, 1994). Lisbeth Schorr (1989) sum-
marized the problem succinctly: “Poverty is the greatest risk factor of 
all. Family poverty is relentlessly correlated with high rates of school-age 
childbearing, school failure, and violent crime—and with all their ante-
cedents. Low income is an important risk factor in itself, and so is relative 
poverty—having significantly less income than the norm, especially in a 
society that places a high value on economic success” (p. xxii).
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	 Deteriorating Social and Economic Conditions	 9

Efforts to improve the public’s health must therefore address the 
problem of poverty. Not only is poverty a social and economic problem, 
but it is also a fundamental threat to public health.

Despite the importance of poverty as a public health problem and in 
spite of the so-called war on poverty during the Great Society reforms 
of the 1960s and President Lyndon Johnson’s expressed national “com-
mitment to eradicate poverty,” poverty remains nearly as widespread as 
it was during the late 1960s and has become more prevalent in recent 
years (Bok, 1996; NCHS, 2011). The proportion of the population living 
below the official poverty line dropped from 22.4% in 1959 to 11.2% 
in 1974; however, it has increased overall since then, reaching 15.1% in 
1993, the highest rate of poverty in the United States since the mid-1960s 
(Bok, 1996; NCHS, 1997). Although the proportion of persons living 
below the poverty level declined during the 1990s, it increased from 
11.3% to 14.3% between 2000 and 2009 (NCHS, 2011; U.S. Bureau 
of the Census [Census], 2010a). Thus, the rate of poverty in the United 
States in 2002 was actually higher than it was 35 years earlier, in 1974. 
The proportion of people living in extreme poverty (income less than half 
the official poverty line) also has increased, rising from 30% of those 
below the poverty line in 1975 to 40% in the late 1980s (Bok, 1996) and 
reaching 45% in the 2000 U.S. Census (Census, 2000b).

Not only have rates of abject poverty increased, but the mean family 
income for the lowest 40% income segment in the country has declined 
since 1972 (Bok, 1996). Family income for the highest 40% income seg-
ment during the same period has increased, widening the gap in income 
disparity between the middle and upper class and the poor. Mean family 
income among the lowest 20% income segment decreased from $10,769 
in 1972 (in constant 1992 dollars) to $9,708 in 1992 and among the sec-
ond lowest 20% income segment from $23,725 to $23,337 (Bok, 1996). 
At the same time, mean family income among the highest 20% income 
segment increased from $82,534 to $99,252 and among the second high-
est 20% income segment from $47,588 to $53,365.

Hunger
The health consequences of hunger go beyond medical conditions asso-
ciated with nutritional deficiencies and include inability to concentrate 
in school, feelings of worthlessness, and other psychological problems 
(Meyers et al., 1989; Pollitt, Gersovitz, & Garginlo, 1978; Rose & 
Oliveira, 1997; Sidel, 1997). Thus, hunger can significantly affect a 
person’s physical and mental well-being. Estimates suggest that at least 
4 million children under age 12 in the United States experience hunger 
daily and an additional 9.6 million may experience hunger at some point 
during the year (Sidel, 1997; Wehler et al., 1995). In 2009, 14.7% of U.S. 
households were food insecure (having limited or uncertain availability 
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10	 Chapter 1    Emerging Threats to the Public’s Health

of nutritionally adequate, safe, or acceptable foods) at some time during 
the year, the highest rate of food insecurity since national surveys began 
in 1995 (U.S. Department of Agriculture, 2011).

Educational Attainment
Education is one of the most important determinants of health status. 
Age-adjusted death rates for White males in 1986 ranged from 2.8 per 
thousand among those with at least 4 years of college to 7.6 per thou-
sand among those without a high school diploma (Pappas et al., 1993). 
Similarly, death rates for these educational groups ranged from 1.8 to 
3.4 per thousand among White females, 6.0 to 13.4 per thousand among 
Black males, and 2.2 to 6.2 per thousand among Black females.

Education is strongly related to unhealthy behaviors. For example, 
educational attainment is one of the best predictors of smoking status. In 
1994, adult smoking prevalence ranged from 12.3% among adults with 
16 or more years of education to 38.2% among those with only 9 to 11 
years of education (CDC, 1996). In 2009, age-adjusted adult smoking 
prevalence was 28.9% among those aged 25 years and over with no 
high school diploma but only 9.0% among those with a college degree 
(NCHS, 2011). Independent of its relation to behavior, education influ-
ences a person’s ability to access and understand health information. For 
example, people who are illiterate will not be helped by written educa-
tional materials produced by public health practitioners.

The United States has made little progress in improving the educational 
attainment of its population during the past two decades. The overall 
proportion of adults ages 25 and older with a high school diploma (or 
equivalency) increased from 75.2% in 1990 to 81.1% in 2000 to 87.1% 
in 2010 (Census, 1990, 2000a, 2010b). Perhaps of even more concern, 
the Department of Education estimates that about 35% of 18-year-olds 
in the nation are functionally illiterate (Harris, 1996; U.S. Department of 
Education, 1994). In 1992, more than one-fifth of all adults in the United 
States (representing more than 38 million individuals) scored in the low-
est level of literacy measured in the National Adult Literacy Survey (U.S. 
Department of Education, 2002).

Housing
The lack of adequate and stable housing is associated with a number of 
chronic and severe health problems. Homelessness is associated with 
tuberculosis, trauma, depression and other mental illnesses, alcoholism, 
drug abuse, sexually transmitted diseases, and poor nutrition (Breakey, 
1997; Breakey & Fischer, 1995; Dellon, 1995; Greene, Ennett, & 
Ringwalt, 1997; Robertson, Zlotnick, & Westerfelt, 1997). The life-
time prevalence of homelessness (the percentage of persons who report 
having been homeless at some time in their lives) in the United States is 
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about 7.4%, and the 5-year prevalence of homelessness is 3.1% (Breakey, 
1997; Link et al., 1994). In any given year, nearly 1% of the population 
experiences homelessness, as do 6.3% of people living in poverty (Burt & 
Aron, 2000). Although accurate estimates of trends in homelessness 
are not available, no evidence exists that the extent of homelessness 
is decreasing (Breakey, 1997) and available evidence suggests that the 
number of homeless persons has markedly increased over the past two 
decades (Urban Institute, 2002).

Even among those who do have housing, the quality of housing con-
ditions is a significant concern. In 1991, 6.7% of all housing units had 
a leaking roof, 5.1% had open cracks in the ceiling or walls, and 5.0% 
had unusable toilets (Bok, 1996). The percentage of families eligible for 
federal assistance through public housing, subsidized housing, and rent 
supplements who receive such aid is only 30% (Bok, 1996). Although 
the federal government provides about $90 million in housing subsidies 
each year, $70 million of it is in the form of tax deductions for homeown-
ers (Bok, 1996). For families not receiving subsidies or living in public 
housing, 77% pay more than half their income for rent (Bok, 1996).

The health consequences of poor-quality housing can be substantial. 
A study published in the New England Journal of Medicine found that 
exposure to cockroach debris may be the leading cause of asthma among 
inner-city children (Rosenstreich et al., 1997). Children who were exposed 
to higher levels of cockroach allergen not only had higher rates of hos-
pitalization for asthma but also had more symptoms of wheezing, more 
physician visits, and more days of school absence than other asthmatic 
children. The high exposure to cockroaches in the inner city may explain 
both the high prevalence of asthma in the inner city and the increase in 
the incidence of asthma among inner-city children over the past 30 years 
(Platts-Mills & Carter, 1997).

Another example of important health consequences caused by poor 
housing is lead poisoning among children. Peeling lead-paint chips in 
older housing is still the chief cause of lead poisoning. Children living 
in houses built before 1946 are at greatest risk. From 1991 to 1994, 
about 16% of poor children living in such housing had elevated blood 
lead levels, putting them at risk for significant neurological and psy-
chological impairment, including decreased school performance and 
IQ (CDC, 1997).

Unemployment
Unemployment is recognized as a major predictor of morbidity and 
mortality in the population. Catalano (1991) showed that for every 1% 
increase in unemployment during the 1980s, there was a 5% increase in 
mortality from heart disease and stroke and a 6% increase in homicide 
deaths. Economic strains associated with unemployment pose especially 
large health risks to disadvantaged people (Smith, 1987).
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Overall unemployment rates in the United States fell slightly during the 
latter part of the 20th century, decreasing from 8.5% in 1975 to 4.9% in 
1997 (U.S. Department of Labor, 1997). Unemployment rates remained 
relatively stable and were still at 5.8% in 2008 but increased to 9.3% 
in 2009 (U.S. Department of Labor, 2010). This rate, however, does not 
affect all demographics equally: The 2009 unemployment rates were 
14.8% for African Americans, 12.1% for Hispanics, 8.5% for Whites, 
and 7.3% for Asians (U.S. Department of Labor, 2010).

Environmental Hazards
Exposure to environmental toxins is associated with a wide range of chronic 
health problems. Among the environmental hazards that cause the greatest 
disease burden are secondhand smoke (53,000 deaths per year; Glantz & 
Parmley, 1991; Wells, 1988), indoor radon (7,000 to 30,000 deaths per 
year; National Research Council, 1998; U.S. Environmental Protection 
Agency, 1992), and arsenic in drinking water (about 4,700 deaths per year; 
A.H. Smith et al., 1992). The CDC estimated that approximately 17% of 
all deaths in the United States could be prevented by reducing exposure to 
environmental hazards (CDC, 1995; USDHHS, 1995).

Despite improvements in environmental quality for the advantaged 
segment of the population, disadvantaged segments of the population 
still suffer from the adverse health effects of an unhealthy environment. A 
classic example of the disproportionate burden of environmental risk on 
the disadvantaged is the problem of childhood lead poisoning. Although 
the problem has been recognized for decades, the lead content in paint 
and gasoline has been regulated for many years, and the federal and state 
governments have spent millions of dollars on lead abatement programs, 
lead poisoning is still a significant health problem for poor, inner-city 
children (CDC, 1997). From 1991 to 1994, more than 16% of low-
income children who lived in houses built before 1946 had elevated blood 
lead levels, compared with 4.1% and 0.9% of middle- and high-income 
children, respectively (CDC, 1997).

A report by the Pew Environmental Health Commission at Johns 
Hopkins University reported that the ability of public health professionals 
to prevent health problems due to environmental hazards is being severely 
impaired by the nation’s lack of adequate surveillance of environmental 
factors contributing to human disease. The panel’s chairman, former 
Senator Lowell Weicker Jr., noted that an epidemic of environmentally 
caused diseases should be addressed with no less urgency and no less 
comprehensiveness than infectious disease threats that affect far fewer 
people: “We responded quickly to the threat of West Nile virus, tracking 
and monitoring every report of infected birds and people, but 20 years 
into the asthma epidemic, this country is still unable to track where and 
when attacks occur and what environmental links may trigger them” 
(Reuters Health, 2000).

45236_CH01_Pass3.indd   12 11/05/12   4:06 PM



	 Deteriorating Social and Economic Conditions	 13

Crime and Violence
In 1984, former Surgeon General C. Everett Koop declared violence 
to be an epidemic and a public health problem: “Violence is as much a 
public health issue for me and my successors in this country as small-
pox, tuberculosis, and syphilis were for my predecessors in the last two 
centuries” (Henig, 1997, p. 110). In 1988, CDC researchers Mercy and 
Houk called for a similar approach to the problem of violence: “The 
time has come for us to address this problem in the manner in which we 
have addressed and dealt successfully with other threats to the public 
health” (p. 1284). CDC director David Satcher said, “If you look at the 
major cause of death today it’s not smallpox or polio or even infectious 
diseases. Violence is the leading cause of lost life in this country today. 
If it’s not a public health problem, why are all those people dying from 
it?” (Applebome, 1993, p. A7).

The disadvantaged communities in the United States have been ravaged 
by violence. After a decrease in the rate of firearm-related deaths from 
1970 to 2000, rates have remained stable at 10.2 deaths per 100,000 
people (NCHS, 2011). Furthermore, homicide remains the second lead-
ing cause of death among young people, ages 15 to 24, and the homi-
cide death rate remains six times higher among African American males 
than among the general population (NCHS, 2011). There are more than 
200 million guns in private ownership throughout the United States and 
5.5 million new ones introduced each year, of which 100,000 are car-
ried by children to school each day (Bok, 1996). The link between the 
availability of firearms and the increasing homicide rate is “every bit 
as strong as the studies that linked cigarettes to lung cancer” (Taubes, 
1992, p. 215). In addition, child abuse rates have increased from 10 per 
thousand children in 1976 to 45 per thousand in 1992; some of this 
increase may be attributable to increased reporting of abuse, but at least 
a portion is due to a real increase in incidence (Bok, 1996).

In 2009, there were 1.3 million violent crimes in the United States, 
including more than 15,000 murders, 88,000 cases of forcible rape, and 
806,000 cases of aggravated assault (U.S. Department of Justice, 2009). 
Despite a 5.2% decline in the rate of violent crime between 2005 and 
2009, there is still one murder every 34 minutes, one forcible rape every 
6 minutes, and one aggravated assault every 39 seconds in this country 
(U.S. Department of Justice, 2009).

Social Support
The availability of a social support network—family, friends, and com-
munity programs to which an individual can turn for help, advice, reassur-
ance, and consolation—is a strong determinant of health status (Berkman, 
1984; Berkman & Breslow, 1983; Berkman & Syme, 1979; Broadhead 
et al., 1983; Cassel, 1976; Corin, 1995; Patrick & Wickizer, 1995; 
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Pilisuk & Minkler, 1985; Schorr, 1989). Even after controlling for most 
other known determinants of health—socioeconomic status, access to 
health care, and individual behaviors and lifestyle factors—the absence 
of social support remains a strong, independent predictor of disease 
(Berkman & Syme, 1979). As Schorr (1989) argued, “Formal social 
supports protect people from an amazing variety of pathological states, 
including destructive family functioning, low birthweight, depression, 
arthritis, tuberculosis, and even premature death” (p. 155).

The focus on what policymakers have termed “welfare reform” has 
taken a devastating toll on the availability and quality of social support 
networks in American communities. By reducing the level of govern-
ment provision of basic needs—food, housing, transportation, child 
care, and health care—welfare “reform” has forced traditional social 
support networks, such as community support programs, to abandon 
their supportive tasks and instead scramble to find ways to meet the 
basic needs of their clients (Pilisuk & Minkler, 1985). As Pilisuk and 
Minkler (1985) argue, the primary value of welfare benefits is that it 
allows alternative support systems (families, friends, and community 
programs) to provide exactly the kind of support needed to keep people 
healthy.

“Family and community effectiveness in the provision of social sup-
port depends heavily on the broader economic and social environment. 
To build and maintain strong supportive ties, we must provide those 
programs, services, and policies on a societal level, which can help meet 
basic human needs. For it is only within this broader context of system-
level support and commitment to people of all ages and places that social 
support on the individual and community levels can fulfill its potential” 
(Pilisuk & Minkler, 1985, p. 11).

The real threat that welfare reform poses to the public’s health is that 
it renders ineffective the systems of social support in the family and com-
munity that are so closely tied to health status (Broadhead et al., 1983; 
Cassel, 1976; Cobb, 1976; Cohen & Syme, 1985; Pilisuk & Minkler, 
1985). By forcing social support networks to concentrate on filling gaps 
in the basic needs of the poor rather than on providing a true social sup-
port system for those in distress, welfare reform as it is currently crafted 
makes it increasingly more difficult to achieve within communities the 
social conditions in which people can be healthy. Lisbeth Schorr (1989) 
summarized the problem:

For those living in persistent and concentrated poverty, it is reformed 
services and institutions that will furnish the essential footholds 
for the climb out of poverty. Yet in the legislative, academic, and 
political forums where antipoverty strategies and welfare reform 
are debated, the spotlight is only on short-term measures to reduce 
the numbers now on welfare, now unable to work productively. 
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The shocking deficiencies in the health, welfare, and education 
of poor children, the long-term investments that could help the 
vulnerable children of today to become the productive and contrib-
uting adults of tomorrow, are rarely on the agenda. . . . Children and 
families have needs that cannot be met by economic measures alone, 
and that cannot be met by individual families alone. (pp. xxiii, xxiv)

■■ A CRISIS IN ACCESS TO QUALITY HEALTH CARE

Inadequate access to health care services is associated with increased bur-
dens of economic hardship, poor health, and increased mortality (Blendon 
et al., 1994; Donelan et al., 1997; Franks, Clancy, & Gold, 1993; Henry 
J. Kaiser Family Foundation, 1994; Lurie et al., 1984; Lurie et al., 1986; 
Weissman & Epstein, 1994). The CDC estimated that about 11% of 
all deaths could be prevented by improving the population’s access to 
quality medical treatment (CDC, 1995; USDHHS, 1995). In spite of 
the widespread recognition of this problem and the rhetoric about the 
importance of ensuring all citizens access to health care, the proportion 
of uninsured Americans increased from 13.6% in 1970 to 15.4% in 1995 
(Bok, 1996; NCHS, 1997). Approximately 18% of the population—more 
than 46 million people—lack health insurance (NCHS, 2011). As of 
2009, 8.5% of all children (under age 19) lacked any health insurance 
coverage (NCHS, 2011). Lack of insurance tends to be a problem of the 
poor. Although only 5.8% of non-poor individuals (incomes at or above 
400% of the poverty level) lacked health insurance coverage in 2009, 
30.4% of individuals below the poverty level had no health insurance 
coverage (NCHS, 2009).

The problem of access to quality health care among the poor is not lim-
ited to lack of insurance. Several studies have shown that disadvantaged 
populations tend to receive inferior health care, regardless of whether 
they have health insurance (Burstin, Lipsitz, & Brennan, 1992; Dalen & 
Santiago, 1991; Diehr et al., 1991; Goldberg et al., 1992; Kahn et al., 
1994; Kasiske et al., 1991; Wenneker & Epstein, 1989; Yergan et al., 
1987). For example, even among those who are insured by Medicaid, 
access to high-quality health care is limited. Several studies have shown 
that Medicaid patients are less likely to receive preventive care and that 
their physical health fares worse under Medicaid-managed care than 
under fee-for-service care (Ware et al., 1996). Ware and associates (1996) 
found that during a 4-year follow-up period, poor patients treated under 
Medicaid-managed care suffered greater declines in physical health status 
than those treated under traditional, fee-for-service Medicaid. Even with-
out managed care, Medicaid patients have less access to continuing care 
and preventive care than patients who are privately insured (Davidson 
et al., 1994; Kerr & Siu, 1993).
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Similarly, poor elderly patients who are enrolled in Medicare managed 
care may be less likely to have access to the intensive rehabilitation and 
support services that are necessary to keep them self-sufficient and avoid 
institutionalization. Retchin and associates (1997) found that compared 
with fee-for-service Medicare patients, Medicare managed care patients 
who suffer a stroke are more likely to be discharged to nursing homes 
and less likely to be placed in rehabilitative settings or discharged to 
home. Access to home health care and outcomes under Medicare man-
aged care have also been shown to be worse than under traditional, fee-
for-service Medicare (Experton et al., 1997; Shaugnessy, Schlenker, & 
Hittle, 1994). Ware and colleagues (1996) reported that elderly patients 
in health maintenance organizations had more significant declines in 
physical health compared with those who remained in fee-for-service 
settings over a 4-year follow-up period.

There is hope, however, that the problem of inadequate access to health 
care may be lessened with the Affordable Care Act, which was signed into 
law in March 2010. Although the effects of this law remain to be seen, 
the aims include expanding coverage to those denied health insurance 
due to preexisting conditions, increasing the number of people covered 
by Medicaid, and encouraging more businesses to provide insurance by 
offering tax credits (USDHHS, 2010).

■■ IMPLICATIONS OF THE CHRONIC DISEASE EPIDEMIC FOR 
PUBLIC HEALTH PRACTICE

During the 19th and early 20th centuries, when the chief causes of pre-
ventable death were infectious diseases spread by contaminated water 
and food, the focus of public health practice was building a societal 
infrastructure for proper sanitation and hygiene and for the delivery of 
vaccines and treatments to the population. The chronic disease epidemic 
of the early 21st century, however, is largely related to individual lifestyle 
and behavior, deteriorating economic and social conditions, and the 
failure of social policy to address problems such as affordable and acces-
sible health care of high quality for all Americans. Thus, public health 
practice must now focus on modifying individual lifestyle and behavior, 
improving social and economic conditions, and reforming social policy.

To start, at least 1.1 million American lives, or nearly one-half of all 
deaths, could be saved each year by changes in individual health-related 
behaviors (Figure 1-2; Mokdad et al., 2004, 2005). Although public health 
practice clearly has to focus on modifying individual lifestyle and behav-
ior, it is important to note that personal behavior does not take place in 
a vacuum. Rather, it takes place in the context of a historical, cultural, 
and political environment and in communities with varying economic 
and social conditions. To change individual behavior, one cannot ignore 
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the conditions and environment in which that behavior takes place. In 
fact, some argue that focusing on the economic and social conditions that 
give rise to unhealthy behaviors is essential to changing those behaviors. 
Because behavior is a product of the social conditions and social norms of 
the community in which a person lives (Tesh, 1994), “discussing changes 
in lifestyles without first discussing the changes in the social conditions 
which give rise to them, without recognizing that the lifestyle is derivative, 
is misleading” (Berliner, 1977, p. 119).

Social and economic factors not only influence health behaviors and 
individual lifestyle but also are themselves independently related to health 
status. Several decades of research have demonstrated that lower social 
class, social deprivation, and lack of social support are among the most 
important determinants of health (Antonovsky, 1967; Berkman, 1984; 
Bright, 1967; Cassel, 1976; Conrad, 1994; Frey, 1982; Haan et al., 1987; 
Kitagawa & Hauser, 1973; Marmot, 1982; Morris, 1979, 1982; Rose & 
Marmot, 1981; Salonen, 1982; Stockwell, 1961; Syme & Berkman, 1976; 
Yeracaris & Kim, 1978). Moreover, the strong association between these 
socioeconomic factors and health is not entirely explained by differences 
in individual lifestyle and health behaviors between members of higher 
and lower social class groups (Haan et al., 1987; Lantz et al., 1998; 
Rose & Marmot, 1981; Salonen, 1982; Slater & Carlton, 1985; Slater, 
Lorimor, & Lairson, 1985; Wiley & Camacho, 1980). Link and Phelan 
(1996) proposed a novel view of the relationship between socioeconomic 
status and disease, asserting that socioeconomic status must be viewed 
as a “fundamental cause” of disease.

Lantz et al., writing in the Journal of the American Medical 
Association, noted that “Although reducing the prevalence of health 

Figure 1-2  An Overview of the Functions of Public Health: Creating Social Change
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risk behaviors in low-income populations is an important public health 
goal, socioeconomic differences in mortality are due to a wider array of 
factors and, therefore, would persist even with improved health behav-
iors among the disadvantaged” (1998, p. 1703). “We must look to a 
broader range of explanatory risk factors, including structural elements 
of inequality in our society” (p. 1708). The Institute of Medicine report 
(1988) on the future of public health, noting the importance of social and 
economic factors as determinants of health status, suggested that public 
health must take a much wider view of disease than in the past: “Public 
health programs, to be effective, should move beyond programs targeted 
on the immediate problem, such as teen pregnancy, to health promotion 
and prevention by dealing with underlying factors in the social environ-
ment. To deal with these factors, the scope of public health will need to 
encompass relationships with other social programs in education, social 
services, housing, and income maintenance” (p. 113).

The late Sol Levine noted that social factors “mean not only poverty 
but also social class, family, community, gender, ethnicity, racism, political 
economy, and culture. We have to learn how these interact with health, 
how, for example, culture, political economy, and racism may affect 
the community and family environment, which, in turn, may influence 
people’s health. We have to look not only at individual characteristics but 
at the features of the society as well” (Henig, 1997, p. 102).

Because social and economic conditions are themselves a product of 
social policy, public health practice must also focus on changing social 
policy. Poverty is not a consequence of individual frailty, lack of respon-
sibility, and lack of motivation, as some have argued. Rather, it is the 
product of social and economic conditions created and maintained by 
the historical, political, and cultural environment in which society has 
developed (Zaidi, 1988). Social policy contributes, at least in part, to the 
environment that determines social and economic conditions in the com-
munity. The availability of adequate food, housing, and jobs; the quality 
of the physical environment; access to medical services; the extent of 
social support in the community; and the amount of economic, employ-
ment, and educational opportunity are all influenced strongly by social 
policies. Former Harvard University president Derek Bok (1996) argued 
that “current levels of poverty are not immutable but are the result of 
policy choices, choices that seem at odds with the stated desire of most 
Americans to do more for the deserving poor” (p. 35).

For example, government assistance for single mothers with no earned 
income is only 27% of the median family income in the United States, 
compared with 38% in France, 47% in Germany, 60% in Britain, and 
64% in Sweden (Bok, 1996). The rate of poverty among single mothers in 
the United States is more than twice the rate in each of the other countries 
(Bok, 1996). Quite simply, social policy has a direct and understandable 
effect on social conditions.
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To confront threats to the public’s health effectively, the three major 
functions of public health must be (1) modifying individual behavior and 
lifestyle, (2) improving social and economic conditions, and (3) reform-
ing social policies. All represent fundamental aspects of social change. 
Ultimately, then, public health is in the business of creating or facilitating 
social change (Figure 1-2).

It should be noted that although chronic diseases have replaced infec-
tious diseases as the chief causes of death in the United States, the nation 
has experienced a reemergence of infectious diseases, primarily due to 
acquired immunodeficiency syndrome (AIDS). Although the death rate 
from AIDS decreased from 16.2 in 1995 to 3.7 in 2007, its incidence has 
remained relatively stable during the past 18 years, with 41,000 reported 
cases in 1990 and 37,000 diagnoses in 2008 (NCHS, 1997, 2011). With 
the rise of AIDS has come increased risk for other infectious diseases, 
such as drug-resistant tuberculosis. In addition, influenza and pneumonia 
caused more than 52,000 deaths in 2007 (NCHS, 2011). The threat of 
emerging infectious diseases also remains a critical public health con-
cern because of the potential for a worldwide avian flu epidemic (Parry, 
2005) and because of already established threats, such as West Nile 
virus (Gorsche & Tilley, 2005) and severe acute respiratory syndrome, 
or SARS (Lu et al., 2005).

Infectious diseases, like chronic diseases, are strongly related to indi-
vidual lifestyles and behaviors, social and economic conditions, and social 
policy. Infection with the human immunodeficiency virus (HIV), for 
example, is commonly precipitated by intravenous drug use. The spread of 
tuberculosis infection, especially multi–drug-resistant strains, is promoted 
by crowded and unsanitary living conditions. And the failure of society 
to develop rational policies to control the spread of HIV infection—such 
as needle exchange programs—that have been shown to be among the 
most highly effective interventions available has contributed to the AIDS 
epidemic (Lurie & Drucker, 1997).

■■ CONCLUSION

The major implication of the chronic disease and emerging infectious 
disease epidemics for public health policy and practice is that public 
health must focus on far more than the provision of medical care. It must, 
first and foremost, focus on modifying individual lifestyle and behavior, 
improving social and economic conditions, and reforming social policy 
that contributes to an environment in which it is difficult for people to 
be healthy. Ultimately, then, public health is in the business of creating 
or facilitating social change.

The three-pronged attack that is necessary to control the epidemic 
of chronic disease and emerging infectious diseases in the United 
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States—modifying individual lifestyle and behavior, improving social 
and economic conditions, and reforming social policy—is not one 
that public health practitioners have traditionally been well equipped 
to conduct. And it has not been one at which public health has been 
particularly successful. Chapter 2 explores the threats to the survival 
of public health as an institution and why the task of marketing public 
health programs and policies is necessary for public health practitio-
ners to effect change.

References
Adler, N.E., Boyce, W.T., Chesney, M.A. Folkman, S., & Syme, S.L. (1997). 

Socioeconomic inequalities in health: No easy solution. In P.R. Lee & C.L. 
Estes (Eds.), The nation’s health (5th ed., pp. 18–31). Sudbury, MA: Jones 
and Bartlett.

American Cancer Society. (1994). Cancer facts & figures—1994. New York, 
NY: Author.

Anderson, G. (2004). Chronic conditions: Making the case for ongoing care. 
Baltimore, MD: Johns Hopkins University.

Antonovsky, A. (1967). Social class, life expectancy, and overall mortality. 
Milbank Memorial Fund Quarterly, 45, 31–73.

Applebome, P. (1993, September 26). CDC’s new chief worries as much about 
bullets as about bacteria. The New York Times, p. A7.

Berkman, L.F. (1984). Assessing the physical health effects of social networks 
and social support. Annual Reviews of Public Health, 5, 413–432.

Berkman, L.F., & Breslow, L. (Eds.). (1983). Health and ways of living: The 
Alameda County Study. New York, NY: Oxford University Press.

Berkman, L.F., & Syme, S.L. (1979). Social networks, host resistance, and mor-
tality: A nine-year follow-up study of Alameda County residents. American 
Journal of Epidemiology, 109, 186–204.

Berliner, H. (1977). Emerging ideologies in medicine. Review of Radical Political 
Economics, 9, 116–124.

Blendon, R.J., Donelan, K., Hill, C.A., Carter, W., Beatrice, D., & Altman, D. 
(1994). Paying medical bills in the United States: Why health insurance isn’t 
enough. Journal of the American Medical Association, 271, 949–951.

Bok, D. (1996). The state of the nation. Cambridge, MA: Harvard University 
Press.

Bonneux, L., Barendregt, J.J., Meeter, K., Bonsel, G.J., & van der Maas, P.J. 
(1994). Estimating clinical morbidity due to ischemic heart disease on conges-
tive heart failure: The future rise of heart failure. American Journal of Public 
Health, 84, 20–28.

Breakey, W.R. (1997). Editorial: It’s time for the public health community 
to declare war on homelessness. American Journal of Public Health, 87, 
153–155.

Breakey, W.R., & Fischer, P.J. (1995). Mental illness and the continuum of 
residential stability. Social Psychiatry and Psychiatric Epidemiology, 30, 
147–151.

45236_CH01_Pass3.indd   20 11/05/12   4:06 PM



	 References	 21

Bright, M. (1967). A follow-up study of the Commission on Cultural Illness 
Morbidity Survey in Baltimore, II. Race and sex differences in mortality. 
Journal of Chronic Diseases, 20, 717–729.

Broadhead, W.E., Kaplan, B.H., James, S.A., Wagner, E.H., Shoenbach, V.J., 
Grimson, R., . . . Gehlbach, S.H. (1983). The epidemiological evidence 
for a relationship between social support and health. American Journal of 
Epidemiology, 117, 521–537.

Burstin, H.R., Lipsitz, S.R., & Brennan, T.A. (1992). Socioeconomic status 
and risk for substandard medical care. Journal of the American Medical 
Association, 268, 2383–2387.

Burt, M., & Aron, L. (2000). America’s homeless II: Populations and services. 
Washington, DC: The Urban Institute.

Cassel, J. (1976). The contribution of the social environment to host resistance. 
American Journal of Epidemiology, 104, 107–123.

Catalano, R. (1991). The health effects of economic insecurity. American Journal 
of Public Health, 81, 1148–1152.

Centers for Disease Control and Prevention. (1993). Cardiovascular disease sur-
veillance: Ischemic heart disease, 1980–1989. Atlanta, GA: Centers for Disease 
Control and Prevention, National Center for Chronic Disease Prevention and 
Health Promotion, Division of Chronic Disease Control and Community 
Intervention.

Centers for Disease Control and Prevention. (1995). 1994: Ten leading causes of 
death in the United States. Atlanta, GA: Centers for Disease Control, National 
Center for Injury Prevention and Control.

Centers for Disease Control and Prevention. (1996). Cigarette smoking among 
adults—United States, 1994. Morbidity and Mortality Weekly Report, 45, 
588–590.

Centers for Disease Control and Prevention. (1997). Update: Blood lead levels—
United States, 1991–1994. Morbidity and Mortality Weekly Report, 46, 
141–146.

Centers for Disease Control and Prevention. (2011). Diabetes data & trends. 
Retrieved March 21, 2012, from http://www.cdc.gov/diabetes/statistics/
incidence/fig1.htm

Children’s Defense Fund. (1994). Wasting America’s future. Washington, DC: 
Author.

Cobb, S. (1976). Social support as a moderator of life stress. Journal of 
Psychosomatic Medicine, 38, 300–314.

Cohen, S., & Syme, S.L. (Eds.). (1985). Social support and health. New York, 
NY: Academic Press.

Colditz, G.A., DeJong, D., Hunter, D.J., Trichopoulos, D., & Willett, W.C. 
(1996). Harvard report on cancer prevention, vol. 1: Causes of human can-
cer. Cancer Causes and Control, 7(Suppl. 1), S3–S59.

Conrad, P. (1994). Wellness in the workplace: Potentials and pitfalls of work-
site health promotion. In H.D. Schwartz (Ed.), Dominant issues in medical 
sociology (3rd ed., pp. 556–567). New York, NY: McGraw-Hill.

Corin, E. (1995). The cultural frame: Context and meaning in the construction 
on health. In B.C. Amick III, S. Levine, A.R. Tarlov, & D.C. Walsh (Eds.), 
Society and health (pp. 272–304). New York, NY: Oxford University Press.

45236_CH01_Pass3.indd   21 11/05/12   4:06 PM



22	 Chapter 1    Emerging Threats to the Public’s Health

Dalen, J.E., & Santiago, J. (1991). Insuring the uninsured is not enough. Archives 
of Internal Medicine, 151, 860–862.

Davidson, A.E., Klein, D.E., Settipane, G.A., & Alario, A.J. (1994). Access to 
care among children visiting the emergency room with acute exacerbations 
of asthma. Annals of Allergy, 72, 469–473.

Dellon, E.S. (1995). The health status of the Providence-area homeless popula-
tion. Rhode Island Medicine, 10, 989–999.

Diehr, P.K., Richardson, W.C., Shortell, S.M., & LoGerfo, J.P. (1991). Increased 
access to medical care. Medical Care, 10, 989–999.

Donelan, K., Blendon, R.J., Hill, C.A., Hoffman, C., Rowland, D., Frankel, M., & 
Altman D. (1997). Whatever happened to the health insurance crises in 
the United States? Voices from a national survey. In P.R. Lee & C.L. Estes 
(Eds.), The nation’s health (5th ed., pp. 283–291). Sudbury, MA: Jones 
and Bartlett.

Experton, B., Li, Z., Branch, L.G., Ozminkowski, R.J., & Mellon-Lacey, D.M. 
(1997). Impact of payor-provider type on health care use and expenditures 
among the frail elderly. American Journal of Public Health, 87, 210–216.

Franks, P., Clancy, C.M., & Gold, M.R. (1993). Health insurance and mortality: 
Evidence from a national cohort. Journal of the American Medical Association, 
270, 737–741.

Frey, R.S. (1982). The socioeconomic distribution of mortality rates in Des 
Moines, Iowa. Public Health Reports, 97, 545–549.

Glantz, S.A., & Parmley, W.W. (1991). Passive smoking and heart disease: 
Epidemiology, physiology, and biochemistry. Circulation, 83, 1–12.

Goldberg, K.C., Hartz, A.J., Jacobsen, S.J., Krakauer, H., & Rimm, A.A. (1992). 
Racial and community factors influencing coronary artery bypass graft sur-
gery rates for all 1986 Medicare patients. Journal of the American Medical 
Association, 267, 1473–1477.

Gorsche, R., & Tilley, P. (2005). The rash of West Nile virus infection. Canadian 
Medical Association Journal, 172, 1440.

Greene, J.M., Ennett, S.T., & Ringwalt, C.L. (1997). Substance use among run-
away and homeless youth in three national samples. American Journal of 
Public Health, 87, 229–235.

Gregorio, D.I., Walsh, S.J., & Paturzo, D. (1997). The effects of occupation-based 
social position on mortality in a large American cohort. American Journal of 
Public Health, 87, 1472–1475.

Haan, M., Kaplan, G.A., & Camacho, T. (1987). Poverty and health: Prospective 
evidence from the Alameda County Study. American Journal of Epidemiology, 
125, 989–998.

Harris, I.B. (1996). Children in jeopardy: Can we break the cycle of poverty? 
New Haven, CT: Yale University Press.

Hemingway, H., Nicholson, A., Stafford, M., Roberts, R., & Marmot, M. (1997). 
The impact of socioeconomic status on health functioning as assessed by the 
SF-36 questionnaire: The Whitehall II Study. American Journal of Public 
Health, 87, 1484–1490.

Henig, R.M. (1997). The people’s health: A memoir of public health and its 
evolution at Harvard. Washington, DC: Joseph Henry Press.

Henry J. Kaiser Family Foundation. (1994). Project LEAN idea kit for state and 
community programs to reduce dietary fat. Menlo Park, CA: Author.

45236_CH01_Pass3.indd   22 11/05/12   4:06 PM



	 References	 23

Hoffman, C., Rice, D., & Sung, H.Y. (1996). Persons with chronic conditions: 
Their prevalence and costs. Journal of the American Medical Association, 
276, 1473–1479.

Institute of Medicine, Committee for the Study of the Future of Public Health. 
(1988). The future of public health. Washington, DC: National Academies Press.

Jenkins, C.D., Tuthill, R.W., Tannenbaum, S.I., & Kirby, C.R. (1977). Zones of 
excess mortality in Massachusetts. New England Journal of Medicine, 296, 
1354–1356.

Kahn, K.L., Pearson, M.L., Harrison, E.R., Desmond, K.A., Rogers, W.H., 
Rubenstein, L.V., . . . Keeler, E.B. (1994). Health care for Black and poor 
hospitalized Medicare patients. Journal of the American Medical Association, 
271, 1169–1174.

Kaplan, G.A., & Lynch, J.W. (1997). Editorial: Whither studies on the socioeco-
nomic foundations of population health? American Journal of Public Health, 
87, 1409–1411.

Kasiske, B.L., Neylan, J.F., Riggio, R.R., Danovitch, G.M., Kahana, L., Alexander, 
S.R., & White, M.G. (1991). The effect of race on access and outcome in 
transplantation. New England Journal of Medicine, 324, 302–307.

Kawachi, I., Kennedy, B.P., Lochner, K., & Prothrow-Stith, D. (1997). Social 
capital, income inequality, and mortality. American Journal of Public Health, 
87, 1491–1498.

Kennedy, B., Kawachi, I., & Prothrow-Stith, D. (1995). Income distribution and 
mortality: Cross-sectional ecological study of the Robin Hood Index in the 
United States. British Medical Journal, 312, 1004–1007.

Kerr, E.A., & Siu, A.L. (1993). Follow-up after hospital discharge: Does insur-
ance make a difference? Journal of Health Care for the Poor & Underserved, 
4, 133–142.

Kitagawa, E.M., & Hauser, P.M. (1973). Differential mortality in the United 
States: A study in socioeconomic epidemiology. Cambridge, MA: Harvard 
University Press.

Kung, H.C., Hoyert, D.L., Xu, J.Q., & Murphy, S.L. (2008). Deaths: Final data 
for 2005. Retrieved March 21, 2012, from http://www.cdc.gov/nchs/data/
nvsr/nvsr56/nvsr56_10.pdf

Lantz, P.M., House, J.S., Lepkowski, J.M., Williams, D.R., Mero, R.P., & Chen, J. 
(1998). Socioeconomic factors, health behaviors, and mortality: Results from 
a nationally representative prospective study of US adults. Journal of the 
American Medical Association, 297, 1703–1708.

Link, B.G., & Phelan, J.C. (1996). Review: Why are some people healthy and 
others not? The determinants of health of populations. American Journal of 
Public Health, 86, 598–599.

Link, B.C., Susser, E., Stueve, A., Phelan, J., Moore, R.E., & Struening, E. 
(1994). Lifetime and five-year prevalence of homelessness in the United States. 
American Journal of Public Health, 84, 1907–1912.

Lu, S.N., Jiang D.D., Liu, J.W., Lin, M.C., Chen, C.L., Su, I.J., & Chen, S.S. 
(2005). Outbreak of severe acute respiratory syndrome in southern Taiwan, 
2003. American Journal of Tropical Medicine & Hygiene, 73, 423–427.

Lurie, N., Ward, N.B., Shapiro, M.F., & Brook, R.H. (1984). Termination from 
Medi-Cal: Does it affect health? New England Journal of Medicine, 311, 
480–484.

45236_CH01_Pass3.indd   23 11/05/12   4:06 PM



24	 Chapter 1    Emerging Threats to the Public’s Health

Lurie, N., Ward, N.B., Shapiro, M.F., Gallego, C., Vaghaiwalla, R., & Brook, 
R.H. (1986). Termination of medical benefits: A follow-up study one year 
later. New England Journal of Medicine, 314, 1266–1268.

Lurie, P., & Drucker, E. (1997). An opportunity lost: HIV infections associated 
with lack of a national needle-exchange programme in the USA. The Lancet, 
349, 604–608.

Lynch, J.W., Kaplan, G.A., & Shema, S.J. (1997). Cumulative impact of sustained 
economic hardship on physical, cognitive, psychological, and social function-
ing. New England Journal of Medicine, 337, 1889–1895.

Marmot, M., Bobak, M., & Smith, G.D. (1995). Explanations for social inequali-
ties in health. In B.C. Amick III, S. Levine, A.R. Tarlov, & D.C. Walsh (Eds.), 
Society and health (pp. 172–210). New York, NY: Oxford University Press.

Marmot, M.G. (1982). Socioeconomic and cultural factors in ischemic heart 
disease. Advances in Cardiology, 29, 68–76.

McCord, C., & Freeman, H.P. (1990). Excess mortality in Harlem. New England 
Journal of Medicine, 332, 173–178.

McDonough, P., Duncan, G.J., William, D., & House, J. (1997). Income dynam-
ics and adult mortality in the United States, 1972 through 1898. American 
Journal of Public Health, 87, 1476–1483.

Mercy, J.A., & Houk, V.N. (1988). Firearm injuries: A call for science. New 
England Journal of Medicine, 319, 1283–1285.

Meyers, A.F., Sampson, A.E., Weitzman, M., Rogers, B.L., & Kayne, H. (1989). 
School Breakfast Program and school performance. American Journal of 
Diseases of Children, 143, 1234–1239.

Mokdad, A.H., Marks, J.S., Stroup D.F., & Gerberding, J.L. (2004). Actual 
causes of death in the United States, 2000. Journal of the American Medical 
Association, 291, 1238–1245.

Mokdad, A.H., Marks, J.S., Stroup D.F., & Gerberding, J.L. (2005). Correction: 
Actual causes of death in the United States, 2000. Journal of the American 
Medical Association, 293, 293–294.

Morris, J.N. (1979). Social inequalities undiminished. The Lancet, 1, 87–90.
Morris, J.N. (1982). Epidemiology and prevention. Milbank Memorial Fund 

Quarterly, Health and Society, 60, 1–16.
Moss, N. (1997). Editorial: The body politic and the power of socioeconomic 

status. American Journal of Public Health, 87, 1411–1413.
National Center for Health Statistics. (1997). Health, United States, 1996–97, 

and injury chartbook (DHHS Publication No. PHS 97–1232). Hyattsville, 
MD: U.S. Department of Health and Human Services, Centers for Disease 
Control and Prevention.

National Center for Health Statistics. (2009). Health, United States, 2008: With 
chartbook. Hyattsville, MD: U.S. Department of Health and Human Services, 
Centers for Disease Control and Prevention.

National Center for Health Statistics. (2011). Health, United States, 2010: With 
special feature on death and dying. Hyattsville, MD: U.S. Department of 
Health and Human Services, Centers for Disease Control and Prevention.

National Research Council. (1998). Health effects of exposure to radon: BEIR 
VI. Washington, DC: National Academy of Sciences, National Research 
Council, Committee on the Biological Effects of Ionizing Radiation (BEIR 
VI), Committee on Health Risks of Exposure to Radon.

45236_CH01_Pass3.indd   24 11/05/12   4:06 PM



	 References	 25

Navarro, V. (1997). Topics for our times: The “Black Report” of Spain—The 
Commission of Social Inequalities in Health. American Journal of Public 
Health, 87, 334–335.

Pappas, G., Queen, S., Hadden, W., & Fisher, G. (1993). The increasing disparity 
in mortality between socioeconomic groups in the United States, 1960 and 
1986. New England Journal of Medicine, 329, 103–109.

Parry, J. (2005). WHO launches “plan of war” to tackle avian flu. British Medical 
Journal, 331, 70.

Patrick, D.L., & Wickizer, T.M. (1995). Community and health. In B.C. Amick III, 
S. Levine, A.R. Tarlov, & D.C. Walsh (Eds.), Society and health (pp. 46–92). 
New York, NY: Oxford University Press.

Pilisuk, M., & Minkler, M. (1985, Winter). Social support: Economic and 
political considerations. Social Policy, 15(3), 6–11.

Platts-Mills, T.A.E., & Carter, M.C. (1997). Asthma and indoor exposure to 
allergens. New England Journal of Medicine, 336, 1382–1384.

Pollitt, E., Gersovitz, M., & Garginlo, M. (1978). Educational benefits of the 
United States school feeding program: A critical review of the literature. 
American Journal of Public Health, 68, 477–481.

Power, C., Hertzman, C., Matthews, S., & Manor, O. (1997). Social differences 
in health: Life cycle effects between ages 23 and 33 in the 1958 British birth 
cohort. American Journal of Public Health, 87, 1499–1503.

Retchin, S.M., Brown, R.S., Yeh, S.J., Chu, D., & Moreno, L. (1997). Outcomes 
of stroke patients in Medicare fee for service and managed care. Journal of 
the American Medical Association, 278, 119–124.

Reuters Health. (2000, September 7). Nation faces an environmental health gap. 
New York, NY: Author. 

Robertson, M.J., Zlotnick, C., & Westerfelt, A. (1997). Drug use disorders and 
treatment contact among homeless adults in Alameda County. American 
Journal of Public Health, 87, 221–228.

Rose, D., & Oliveira, V. (1997). Nutrient intakes of individuals from food-
insufficient households in the United States. American Journal of Public 
Health, 87, 1956–1961.

Rose, G., & Marmot, M.G. (1981). Social class and coronary heart disease. 
British Heart Journal, 45, 13–19.

Rosenberg, M.L., Powell, K.E., & Hammond, R. (1997). Applying science to 
violence prevention. Journal of the American Medical Association, 277, 
1641–1642.

Rosenstreich, D.L., Eggleston, P., Kattan, M., Baker, D., Slavin, R.G., 
Gergen, P., . . . Malveaux, F. (1997). The role of cockroach allergy and expo-
sure to cockroach allergen in causing morbidity among inner-city children 
with asthma. New England Journal of Medicine, 336, 1356–1363.

Salonen, J.T. (1982). Socioeconomic status and risk of cancer, cerebral stroke, 
and death due to coronary heart disease and any disease: A longitudinal 
study in eastern Finland. Journal of Epidemiology and Community Health, 
36, 294–297.

Satcher, D. (1996). CDC’s first 50 years: Lessons learned and relearned. American 
Journal of Public Health, 86, 1705–1708.

Schorr, L.B. (1989). Within our reach: Breaking the cycle of disadvantage. 
New York, NY: Anchor Books.

45236_CH01_Pass3.indd   25 11/05/12   4:06 PM



26	 Chapter 1    Emerging Threats to the Public’s Health

Shaugnessy, P., Schlenker, R.E., & Hittle, D.F. (1994). Home health care 
outcomes under capitated and fee-for-service payment. Health Care Financing 
Review, 16, 187–222.

Sidel, V.W. (1997). Annotation: The public health impact of hunger. American 
Journal of Public Health, 87, 1921–1922.

Slater, C., & Carlton, B. (1985). Behavior, lifestyle, and socioeconomic variables 
as determinants of health status: Implications for health policy development. 
American Journal of Preventive Medicine, 14, 372–378.

Slater, C.H., Lorimor, R.J., & Lairson, D.R. (1985). The independent contribu-
tions of socioeconomic status and health practices to health status. Preventive 
Medicine, 14, 372–378.

Smith, A.H., Hopenhayn-Rich, C., Bates, M.N., Goeden, H.M., Hert-Picciotto, I., 
Duggan, M.H., . . . Smith, M.T. (1992). Cancer risks from arsenic in drinking 
water. Environmental Health Perspectives, 97, 259–267.

Smith, R. (1987). Unemployment and health. London, England: Oxford 
University Press.

Stockwell, E.G. (1961). Socioeconomic status and mortality in the United States. 
Public Health Reports, 76, 1081–1086.

Susser, M., Watson, W., & Hopper, K. (1985). Sociology in medicine (3rd ed.). 
Oxford, England: Oxford University Press.

Syme, S.L., & Berkman, L.F. (1976). Social class, susceptibility and sickness. 
American Journal of Epidemiology, 104, 1–8.

Sytkowski, P.A., Kannel, W.B., & D’Agostino, R.B. (1990). Changes in risk factors 
and the decline in mortality from cardiovascular disease: The Framingham 
Heart Study. New England Journal of Medicine, 332, 1635–1641.

Taubes, G. (1992). Violence epidemiologists test the hazards of gun ownership. 
Science, 258, 215.

Tesh, S.N. (1994). Hidden arguments: Political ideology and disease prevention 
policy. In H.D. Schwartz (Ed.), Dominant issues in medical sociology (3rd 
ed., pp. 519–529). New York, NY: McGraw-Hill.

Townsend, P., & Davidson, N. (1982). Inequalities in health: The Black Report. 
Hamondsworth, England: Penguin.

Urban Institute. (2002). Preventing homelessness: Meeting the challenge. 
Retrieved March 21, 2012, from http://www.urban.org/url.cfm?ID=900475

U.S. Bureau of the Census. (1990). 1990 Census of population and housing. Table 
P57. Educational attainment, persons 25 years and over. 1990 Summary Tape 
File 3 (STF 3). Washington, DC: Author. Retrieved March 21, 2012, from 
http://www.census.gov/main/www/cen1990.html

U.S. Bureau of the Census. (2000a). Census 2000. Table P37. Sex by educational 
attainment for the population 25 years and over. Census 2000 Summary File 3 
(SF 3). Washington, DC: Author. Retrieved March 21, 2012, from http://www.
census.gov/main/www/cen2000.html

U.S. Bureau of the Census. (2000b). Census 2000. Table P88. Ratio of income 
in 1999 to poverty level. Census 2000 Summary File 3 (SF 3). Washington, 
DC: Author. Retrieved March 21, 2012, from http://www.census.gov/main/
www/cen2000.html

U.S. Bureau of the Census. (2010a). Educational attainment in the United States: 
2010. Detailed tables. Table 1. Washington, DC: Author. Retrieved March 
21, 2012, from http://2010.census.gov/2010census/data/

45236_CH01_Pass3.indd   26 11/05/12   4:06 PM



	 References	 27

U.S. Bureau of the Census. (2010b). Current population survey: Annual social 
and economic (ASEC) supplement survey, 2010. Washington, DC: Author. 
Retrieved March 21, 2012, from http://www.census.gov/hhes/www/poverty/
data/incpovhlth/2010/index.html

U.S. Department of Agriculture. (2011). Food security in the United States. 
Retrieved March 21, 2012, from http://www.ers.usda.gov/Briefing/ 
foodsecurity/

U.S. Department of Education. (1994, April). The reading report card. 1971–
88. Washington, DC: U.S. Department of Education, National Center for 
Education Statistics, National Assessment of Educational Progress.

U.S. Department of Education. (2002, April). Adult literacy in America: A first 
look at the findings of the National Adult Literacy Survey. Retrieved March 
21, 2012, from http://nces.ed.gov/pubs93/93275.pdf

U.S. Department of Health and Human Services. (1995). Healthy people 2000: 
Midcourse review and 1995 revisions. Washington, DC: U.S. Department of 
Health and Human Services, Public Health Service.

U.S. Department of Health and Human Services. (2010). Full text of the afford-
able care act. Washington, DC: Author. Retrieved March 21, 2012, from 
http://www.healthcare.gov

U.S. Department of Justice. (2009). Crime in the United States 2009: Uniform 
crime reports. Retrieved March 21, 2012, from http://www2.fbi.gov/ucr/
cius2009/offenses/violent_crime/index.html

U.S. Department of Labor. (1997). Employment and earnings. Washington, DC: 
U.S. Department of Labor, Bureau of Labor Statistics.

U.S. Department of Labor. (2010). Labor force characteristics by race and eth-
nicity, 2009. Washington, DC: U. S. Department of Labor, Bureau of Labor 
Statistics.

U.S. Environmental Protection Agency. (1992). A citizen’s guide to radon (2nd 
ed.). Washington, DC: Author.

Ware, J.E., Jr., Bayliss, M.S., Rogers, W.H., Kosinski, M., & Tarlov, A.R. 
(1996). Differences in 4-year health outcomes for elderly and poor, chroni-
cally ill patients treated in HMO and fee-for-service systems. Results from 
the Medical Outcomes Study. Journal of the American Medical Association, 
276, 1039–1047.

Wehler, C.A., Scott, R.I., Anderson, J.J., Summer, L., & Parker, L. (1995). 
Community childhood hunger identification project: A survey of childhood 
hunger in the United States. Washington, DC: Food Research and Action 
Center.

Weissman, J.S., & Epstein, A.M. (1994). Falling through the safety net: The 
impact of insurance on access to care. Baltimore, MD: Johns Hopkins 
University Press.

Wells, A.J. (1988). An estimate of adult mortality in the United States from pas-
sive smoking. Environment International, 14, 249–265.

Wenneker, M.B., & Epstein, A.M. (1989). Racial inequalities in the use of pro-
cedures for patients with ischemic heart disease in Massachusetts. Journal of 
the American Medical Association, 261, 253–257.

Wiley, J.A., & Camacho, T.C. (1980). Life-style and future health: Evidence from 
the Alameda County Study. Preventive Medicine, 9, 1–21.

45236_CH01_Pass3.indd   27 11/05/12   4:06 PM



28	 Chapter 1    Emerging Threats to the Public’s Health

Wilkinson, R.G. (1990). Income distribution and mortality: A “natural” 
experiment. Sociology of Health and illness, 12, 391–412.

Wilkinson, R.G. (1992). Income distribution and life expectancy. British Medical 
Journal, 304, 163–168.

Wilkinson, R.G. (1997). Comment: Income, inequality, and social cohesion. 
American Journal of Public Health, 87, 1504–1506.

Yeracaris, C.A., & Kim, J.H. (1978). Socioeconomic differentials in selected 
causes of death. American Journal of Public Health, 68, 432–451.

Yergan, J., Flood, A.N., LoGerfo, J.P., & Diehr, P. (1987). Relationship between 
patient race and the intensity of hospital services. Medical Care, 25, 592–603.

Zahran, H.S., Kobau, R., Moriarty, D.G., Zack, M.M., Holt, J., & Donehoo, R. 
(2005). Health-related quality of life-surveillance—United States, 1993–2002. 
MMWR Surveillance Summaries, 54(SS-4), 1–36.

Zaidi, S.A. (1988). Poverty and disease: Need for structural change. Social Science 
and Medicine, 27, 119–127.

45236_CH01_Pass3.indd   28 11/05/12   4:06 PM




