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Chapter 2

Foundation of U.S. Health

INTRODUCTION

From an economic perspective, curative medicine seems to produce
decreasing returns in health improvement while health care expenditures
increase (Saward & Sorensen, 1980). There is increased recognition of the
benefits to society from the promotion of health and the prevention of dis-
ease, disability, and premature death. Although the financing of health care
has focused primarily on curative medicine, some progress has been made
toward an emphasis on health promotion and disease prevention; however,
progress in this direction has been slow because of the social and institu-
tional values and beliefs that emphasize disease rather than health. The
common definitions of health, as well as measures for evaluating health
status, reflect similar inclinations. This chapter proposes a holistic
approach to health, although this may be an ideal that a health care delivery
system may never fully achieve.
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28  Chapter 2 - Foundation of U.S. Health Care Delivery

Beliefs and values ingrained in the American culture have also been
influential in laying the foundations of a system that has remained predom-
inantly private, as opposed to a tax-financed national health care program.
This chapter further explores the issue of equity in the distribution of health
services using the contrasting theories of market justice and social justice.
The conflict between social and market justice is reflected throughout U.S.
health care delivery. Justice and equity in making health care available to
all Americans remains a lingering concern.

Planning of health services must be governed by demographic and
health trends and initiatives toward reducing disease and disability. The
concepts of health and its determinants should be used to design appropri-
ate educational, preventive, and therapeutic initiatives.

WHAT IS HEALTH?

In the United States, the concepts of health and health care have largely
been governed by the medical model or, more specifically, the biomedical
model. The medical model presupposes the existence of illness or disease.
It therefore emphasizes clinical diagnosis and medical intervention in the
treatment of disease or its symptoms. Under the medical model, health is
defined as the absence of illness or disease. The implication is that opti-
mum 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
but a definition of what is not ill health (Wolinsky, 1988, p. 76).
Accordingly, prevention of disease and health promotion are relegated to a
secondary status; therefore, when the term “health care delivery” is used, it
actually refers to the delivery of medical care or illness care.

Medical sociologists have gone a step further in defining health as the
state of optimum capacity of an individual to perform his or her expected
social roles and tasks, such as work, school, and household chores
(Parsons, 1972). A person who is unable (as opposed to unwilling) to per-
form his or her social roles in society is considered sick; however, this con-
cept also tends to view health negatively because many people continue to
engage in their social obligations despite suffering from pain, cough, colds,
and other types of temporary disabilities, including mental distress. In
other words, a person’s engagement in social roles does not necessarily sig-
nify that the individual is in optimal health.
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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 Medicine (SAEM), according to which health is “a state of
physical and mental well-being that facilitates the achievement of individ-
ual and societal goals” (SAEM, 1992).

The World Health Organization’s (WHO) definition of health has been
most often cited as the ideal that health care delivery systems should try to
achieve. The WHO defines health as “a complete state of physical, mental,
and social well-being, and not merely the absence of disease or infirmity”
(WHO, 1948). Because this definition includes physical, mental, and social
dimensions, the WHO model can be referred to as the biopsychosocial
model of health. The WHO has also recently defined a health care system
as all of the activities whose primary purpose is to promote, restore, or
maintain health (McKee, 2001). As this chapter points out, health care
should include much more than medical care.

In recent years, there has been a growing interest in 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). Holistic health incorporates the spiritual
dimension as a fourth element in addition to the physical, mental, and
social aspects necessary for optimal health. Hence, the holistic model
provides the most complete understanding of what health is (see Exhibit
2.1 for some key examples of health indicators). A growing volume of
medical literature now points to the healing effects of a person’s religion
and spirituality on morbidity and mortality (Levin, 1994). Numerous
studies point to an inverse association between religious involvement and
all-cause mortality (McCullough et al., 2000). Religious and spiritual
beliefs and practices have been shown to have a positive impact on a person’s
physical, mental, and social well-being. They may affect the incidences,

Exhibit 2.1 Indicators of Health

o Self-reported health status * Social functioning

o |ife expectancy © Functional limifations
® Morbidity (disease) © Disability

o Mental wellbeing o Spiritual wellbeing
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30 Chapter 2 - Foundation of U.S. Health Care Delivery

experiences, and outcomes of several common medical problems
(Maugans, 1996).

The spiritual dimension is often tied to one’s religious beliefs, val-
ues, morals, and practices. More broadly, it is described as meaning,
purpose, and fulfillment in life; hope and will to live; faith; and a per-
son’s relationship with God (Marwick, 1995; Ross, 1995; Swanson,
1995). The holistic approach to health also alludes to the need for incor-
porating alternative therapies (discussed in Chapter 7) into the predomi-
nant medical model.

lliness and Disease

The terms illness and disease are not synonymous, although they are
often used interchangeably, as they are throughout this book. Illness is rec-
ognized by means of a person’s own perceptions and evaluation of how he
or she feels. For example, an individual may feel pain, discomfort, weak-
ness, depression, or anxiety, but a disease may or may not be present; how-
ever, the determination that disease is present is based on a medical
professional’s evaluation rather than the patient’s. It reflects the highest
state of professional knowledge, particularly that of the physician, and it
requires therapeutic intervention (May, 1993). Certain diseases, such as
hypertension (high blood pressure), are asymptomatic and are not always
manifested through illness. A hypertensive person has a disease but may
not know it. Thus, it is possible to be diseased without feeling ill. Likewise,
one may feel ill and not have a disease.

Disease can be classified as acute, subacute, or chronic. An acute con-
dition is relatively severe, episodic (of short duration), and often treatable
(Timmreck, 1994, p. 26). It is subject to recovery. Treatment is generally
provided in a hospital. Examples of acute conditions are a sudden inter-
ruption of kidney function or a myocardial infarction (heart attack). A sub-
acute condition is between acute and chronic but has some acute features.
Subacute conditions can be postacute, requiring further treatment after a
brief stay in the hospital. Examples include ventilator and head trauma
care. A chronic condition is less severe but of long and continuous dura-
tion (Timmreck, 1994, p. 26). The patient may not fully recover. The dis-
ease may be kept under control through appropriate medical treatment, but
if left untreated, the condition may lead to severe and life-threatening
health problems. Examples are asthma, diabetes, and hypertension.
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Quality of Life

The term quality of life is used in a denotative sense to capture the essence
of overall satisfaction with life during and after a person’s encounter with the
health care delivery system. Thus, the term is used in two different ways. First,
it is an indicator of how satisfied a person was with the experiences while
receiving health care. Specific life domains such as comfort factors, dignity,
privacy, security, degree of independence, decision-making autonomy, and
attention to personal preferences are significant to most people. These factors
are now regarded as rights that patients can demand during any type of health
care encounter. Second, quality of life can refer to a person’s overall satisfac-
tion with life and with self-perceptions of health, particularly after some med-
ical intervention. The implication is that desirable processes during medical
treatment and successful outcomes would subsequently have a positive effect
on an individual’s ability to function and carry out social roles and obligations.
It also can enhance a sense of fulfillment and self-worth.

DETERMINANTS OF HEALTH

The determinants of health have made a major contribution to the
understanding that a singular focus on medical care delivery is unlikely to
improve the health status of any given population. Instead, a more balanced
approach must emphasize health determinants at an individual level, as well
as broad policy interventions at the aggregate level (Figure 2.1).

The leading determinants of health (see examples in Exhibit 2.2) can
be classified into four main categories:

e Environment
* Behavior and lifestyle
* Heredity

¢ Medical care

Environment

Environmental factors encompass the physical, socioeconomic, sociopo-
litical, and sociocultural dimensions. The physical environmental factors such
as air pollution, food and water contaminants, radiation, and toxic chemicals

© Jones and Bartlett Publishers, LLC. NOT FOR SALE OR DISTRIBUTION.



32 Chapter 2 - Foundation of U.S. Health Care Delivery

Exhibit 2.2 Examples of Health Determinants

© Physical activity © Mental health

© Overweight /obesity © [njury and violence

* Tobacco use © Environmental quality
o Substance abuse © [mmunization

© Responsible sexual behavior ® Access fo health care

are easily identified as factors that can significantly influence health; however,
the relationship of other environmental factors to health may not always be so
obvious. For example, socioeconomic status is related to health and well-
being. People who have higher incomes live in better homes and locations
where they are less exposed to environmental risks and have better access to
health care. The association of income inequality with a variety of health indi-
cators such as life expectancy, age-adjusted mortality rates, and leading causes
of death is well documented (Kaplan et al., 1996; Kawachi et al., 1997,
Kennedy et al., 1996; Mackenbach et al., 1997). The greater the economic gap
between the rich and the poor in a given geographic area, the worse the overall
health status of the population of that area will be. It has been suggested that
wide income gaps produce less social cohesion and greater psychosocial
stress and, consequently, poorer health (Wilkinson, 1997).

The relationship between education and health status is also well estab-
lished. Less educated Americans die younger than do their better educated
counterparts. Better educated people are more likely to avoid risky behav-
iors such as smoking and drug abuse.

Patterns of health
Health outcomes and A It
distribution in a population the lfe course
(dependent variables) (independent variables)

Policies and interventions
at the individual and
social levels

Figure 2.1  Schematic Definifion of Population Health. Adapted from Kindig, D., and G. Stoddart.
2003. What is population health? American Journal of Public Health 93 (3):380-3.
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The environment can also have a significant influence on developmen-
tal health. Neuroscientists have found that good nurturing and stimulation
during the first three years of life—a prime time for brain development—
activate the brain neural pathways that might otherwise atrophy and may
even permanently increase the number of brain cells. Hence, the impor-
tance of the quality of child care provided in the first three years of life is
monumental (Shellenbarger, 1997). Early childhood development influ-
ences a person’s health in later years.

Behavior and Lifestyle

Individual lifestyles and behaviors are also a key determinant of health.
For example, diet, exercise, stress-free lifestyle, promiscuous sex, and
other individual choices such as smoking have been found to play a major
role in most of the significant health problems of today. Heart disease, dia-
betes, stroke, sexually transmitted diseases, and cancer are just some of the
ailments with direct links to individual choices and lifestyles.

Heredity

Heredity is a key determinant of health because genetic factors predis-
pose individuals to certain diseases. There is little anyone can do about the
genetic makeup he or she has already inherited, but a healthy lifestyle and
health-promoting behaviors can have a significant influence on the devel-
opment and severity of inherited disease in those predisposed to it, as well
as on future generations.

Medical Care

Even though the other three factors are more important in the determi-
nation of health, well-being, and susceptibility to premature death, access
to medical care is nevertheless a key determinant of health. Both individual
health and population health are closely related to access to adequate pre-
ventive and curative health care services.

CULTURAL BELIEFS AND VALUES

A value system orients the members of a society toward defining what
is desirable for that society. It has been observed that even a society as
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complex and highly differentiated as the United States can be said to have
a relatively well-integrated system of institutionalized common values at
the societal level (Parsons, 1972). Although such a view may still prevail,
the current American society now has several different subcultures that
have grown in size because of a steady influx of immigrants from different
parts of the world. There are sociocultural variations in how people view
their health and, more importantly, how such differences influence peo-
ple’s attitudes and behaviors concerning health, illness, and death
(Wolinsky, 1988, p. 39). Cultural beliefs and values are strong forces
against attempts to initiate fundamental changes in the financing and
delivery of health care; therefore, enactment of major health system
reforms would require consensus among Americans on basic values and
ethics (Koop et al., 1993).

STRATEGIES TO IMPROVE HEALTH

Healthy People Initiatives

Since 1980, the United States has undertaken 10-year plans outlining
certain key national health objectives to be accomplished during each of the
10-year time frames. These initiatives have been founded on the integration
of medical care with preventive services, health promotion, and education;
integration of personal and community health care; and increased access to
integrated services. The current initiative, Healthy People 2010: Healthy
People in Healthy Communities, was launched in January 2000. The context
in which national objectives for Healthy People 2010 have been framed take
into account the realities of the 21st century: Advanced preventive therapies,
vaccines and pharmaceuticals, and improved surveillance and data systems
are now available. Demographic changes in the United States reflect an
older and more racially diverse population. Global forces such as food sup-
plies, emerging infectious diseases, and environmental interdependence
present new public health challenges. The objectives also define new rela-
tionships between public health departments and health care delivery organ-
izations (U.S. DHHS, 1998). Healthy People 2010 specifically emphasizes
the role of community partners such as businesses, local governments, and
civic, professional, and religious organizations as effective agents for
improving health in their local communities. Also, the objectives specifically
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focus on the determinants of health, as discussed earlier. The graphic frame-
work for Healthy People 2010 is presented in Figure 2.2.

Healthy People 2010 was designed to achieve two overarching goals
(U.S. DHHS, 2000).

e Increase quality and years of healthy life. This first goal aims to help
individuals of all ages increase life expectancy and improve their
quality of life. Differences in life expectancy among populations espe-
cially suggest a substantial need and opportunity for improvement. At
least 18 countries with populations of 1 million or more have life
expectancies greater than those in the United States for both men and
women. Similar to life expectancy, various population groups show
dramatic differences in quality of life. A disproportionate number of
women—those in low-income households and those living in rural
areas—report their health status as fair or poor.

s tor personal ang nu;

o) ey,
&° Promote . %
Yl healthy ==

behaviors
Promote

Eliminate . Increase
Health ) quality and
health
disparities forall 7 years of
’ healthy life
healthy

communities

Figure 2.2 Healthy People 2010: Healthy People in Healthy Communities. From US DHHS. 2002.
Healthy People 2070. Washington, DC: DHHS.
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* Eliminate health disparities. The second goal of Healthy People 2010
is to eliminate health disparities among different segments of the pop-
ulation. These include differences that occur because of gender, race
or ethnicity, education or income, disability, living in rural localities,
or sexual orientation. The greatest opportunities for reducing health
disparities are in empowering individuals to make informed health
care decisions and promoting community-wide safety, education, and
access to health care.

To realize these two broad goals, measurable targets to be achieved by the
year 2010 have been identified in 28 focus areas that span a variety of
health status domains such as morbidity incidence and/or prevalence,
injury, violence, and access to care.

Distribution of Health Care

The production, distribution, and subsequent consumption of health
care must be perceived as equitable. No society has found a perfectly equi-
table method to distribute limited economic resources. In fact, any method
of resource distribution leaves some inequalities. Societies, therefore, try
to allocate resources according to some guiding principles acceptable to
each society. Such principles are generally ingrained in a society’s values
and belief systems. It is generally recognized that not everyone can
receive everything medical science has to offer. The fundamental question
that deals with distributive justice or equity is who should receive the
medical goods and services that society produces (Santerre & Neun, 1996,
p. 7). By extension, this basic question about equity includes not only who
should receive medical care but also what type of services and in what
quantity.

A just and fair allocation of health care poses conceptual and practical
difficulties; hence, a theory of justice is needed to resolve the problem of
health care allocation (Jonsen, 1986). The principle of justice is derived
from ethical theories, especially those advanced by John Rawls, who
defined justice as fairness (Darr, 1991). Even though various ethical princi-
ples can be used to guide decisions pertaining to just and fair allocation of
health care in individual circumstances, the broad concern about equitable
access to health services is addressed by the theories referred to as market
Jjustice and social justice. These two contrasting theories govern the pro-
duction and distribution of health care services.
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Market Justice

The principle of market justice proposes that market forces in a free
economy can best achieve a fair distribution of health care. Medical care
and its benefits are distributed on the basis of people’s willingness and abil-
ity to pay (Santerre & Neun, 1996, p. 7). In other words, people are entitled
to purchase a share of the available goods and services that they value.
They are to purchase these valued goods and services by means of wealth
acquired through their own legitimate efforts. This is how most goods and
services are distributed in a free market. The free market implies that giv-
ing people something they have not earned would be morally and economi-
cally wrong. The principle of market justice is based on the following key
assumptions.

* Health care is like any other economic good or service, and therefore,
it can be governed by free market forces of supply and demand.

¢ Individuals are responsible for their own achievements. When individ-
uals pursue their own best interests, the interests of society as a whole
are best served (Ferguson & Maurice, 1970).

* People make rational choices in their decisions to purchase health care
products and services. People demand health care because it can rec-
tify a health problem and restore health, can reduce pain and discom-
fort and make people feel better, and can reduce anxiety about health
and well-being; therefore, people are willing to purchase health care
services.

* People, in consultation with their physicians, know what is best for
themselves. This assumption implies that people place a certain
degree of trust in their physicians and that the physician—patient rela-
tionship is ongoing.

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

Under market justice, the production of health care is determined by
how much the consumers are willing and able to purchase at the prevailing
market prices. It follows that in a pure market system individuals without
sufficient income or who are uninsured face a financial barrier to obtaining
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health care (Santerre & Neun, 1996, p. 7). Thus, prices and ability to pay
ration the quantity and type of health care services people consume. Such
limitations to obtaining health care are referred to as demand-side
rationing or price rationing.

The key characteristics of market justice and their implications are
summarized in Table 2.1.

Table 2.1 Comparison of Market Justice and Social Justice

Market Justice Social Justice
Characteristics

e Views health care as an economic good ® Views health care as a social resource

o Assumes free market conditions for health o Requires active government involvement in
services delivery health services delivery

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

e Production and distribution of health care o Medical resource allocation determined by
determined by market-based demand central planning

e Medical care distribution based on people’s o Ability to pay inconsequential for receiving
ability to pay medical care

e Access to medical care viewed as an economic @ Equal access to medical services viewed as a
reward of personal effort and achievement basic right

Implications
e Individual responsibility for health o (ollective responsibility for health
o Benefits based on individual purchasing power @ Everyone is entitled fo a basic package of
benefifs
o Limited obligation to the collective good e Strong obligation to the collective good
e Emphasis on individual well-being o Community well-being supersedes that of the
individual
e Private solutions fo social problems e Public solutions fo social problems
e Rationing based on ability to pay ® Planned rationing of health care
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Market justice emphasizes individual rather than collective responsibil-
ity for health. It proposes private rather than government solutions to the
social problems of health.

The principles of market justice work well in the allocation of economic
goods when their unequal distribution does not affect the larger society. For
example, based on individual success, people live in different sizes and
styles of homes, drive different types of automobiles, and spend their money
on different things; however, market justice principles generally fail to rec-
tify critical human concerns such as crime, illiteracy, and homelessness,
which can significantly weaken the fabric of a society. Many Americans
believe that health care is also a social concern.

Social Justice

The idea of social justice is at odds with the principles of capitalism
and market justice. According to the principle of social justice, the equi-
table distribution of health care is a societal responsibility. This can best
be achieved by letting a central agency, generally the government, take
over the production and distribution functions. Social justice regards
health care as a social good—as opposed to an economic good—that
should be collectively financed and available to all citizens regardless of
the individual recipient’s ability to pay for that care. Canadians and
Europeans, for example, long ago reached a broad social consensus that
health care was a social good (Reinhardt, 1994). Public health also has a
social justice orientation (Turnock, 1997). Under the social justice sys-
tem, an inability to obtain medical services because of a lack of financial
resources is considered unjust. A just distribution of benefits must be
based on need, not simply on one’s ability to purchase in the marketplace
(demand). The need for health care is determined by either the patient or
a health professional. The principle of social justice is also based on cer-
tain assumptions.

 Health care is different from most other goods and services. Health-
seeking behavior is governed primarily by need rather than by how
much it costs.

* Responsibility for health is shared. Individuals are not held totally
responsible for their condition because factors outside of their con-
trol may have brought on the condition. Society feels responsible

© Jones and Bartlett Publishers, LLC. NOT FOR SALE OR DISTRIBUTION.



40  Chapter 2 - Foundation of U.S. Health Care Delivery

for a lack of control over certain environmental factors such as eco-
nomic inequalities, unemployment, unsanitary conditions, or air
pollution.

 Society has an obligation to the collective good. The well-being of the
community is superior to that of the individual. An unhealthy individ-
ual is a burden on society. A person carrying a deadly infection, for
example, is a threat to society. Society, therefore, is obligated to cure
the problem by providing health care to the individual because by
doing so the whole society benefits.

* The government, rather than the market, can better decide through
rational planning how much health care to produce and how to distrib-
ute it among all citizens.

Under social justice, how much health care to produce is determined
by the government; however, no country can afford to provide unlimited
amounts of health care to all of its citizens (Feldstein, 1994, p. 44). The
government then also finds ways to limit the availability of certain health
care services by deciding, for instance, how technology will be dispersed
and who will be allowed access to certain types of high-tech services, even
though basic services may be available to all. This concept is referred to as
planned rationing or supply-side rationing. The government makes delib-
erate attempts, often referred to as “health planning,” to limit the supply of
health care services, particularly those beyond the basic level of care. The
main characteristics and implications of social justice are summarized in
Table 2.1.

Health Insurance

In the United States, the principles of market justice and social justice
complement each other. Private, employer-based health insurance, mainly for
middle-income Americans, falls under the heading of market justice. Publicly
financed Medicaid and Medicare coverage for certain disadvantaged groups
and the workers’ compensation program for those injured at work fall under
the heading of social justice. The two principles collide, however, regarding
the large number of uninsured who cannot afford to purchase private health
insurance and do not meet the eligibility criteria for Medicaid, Medicare, or
other public programs. Americans have not been able to resolve the question
of who should provide health insurance to the uninsured.
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Organization of Health Care Delivery

In the United States, private and government health insurance pro-
grams enable the covered populations to have access to health care services
delivered by private practitioners and private institutions (market justice).
Tax-supported county and city hospitals, public health clinics, and commu-
nity health centers can be accessed by the uninsured in areas where such
services are available (social justice). Publicly run institutions generally
operate in large inner cities and certain rural areas. Conflict between the
two principles of justice arises in small cities and towns and in rural areas
where such services are not available.

Public Health Systems

“Public health” is a reflection of society’s desire and effort to
improve the health and well-being of the total population, by relying on
the role of government, the private sector, and the public in addition to
focusing on the determinants of population health. The “public health
system,” then, reflects the organized effort to deliver public health ser-
vices within a jurisdiction with the goal of improving health and well-
being of the population.

Significant evidence indicates that public health contributes posi-
tively to population health. Indicators at the national, state, and local
level should be developed to measure public health performance that
improves population health and reduces health disparities along with a
national surveillance system to track the indicators consistently in order
to gain a better understanding of the system. In addition, the innovative
effort of the states to improve their public health systems’ infrastructure,
practices, and performance should be encouraged and evaluated as most
significant reforms take place at this level, more so than at the federal or
municipal level.

Turning Point

Turning Point is an initiative of the Robert Wood Johnson Foundation
to transform and strengthen the public health system with 21 states cur-
rently participating. Multisector partnerships to produce public health
improvement plans employing strategies that include institutionalization
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within government, establishing “third-sector” institutions, cultivating rela-
tionships with significant allies, and enhancing communication and visibil-
ity among multiple communities (Shi, 2008).

Focusing on Determinants

To improve the nation’s health and resolve disparities among its vul-
nerable populations, a framework embodying the social and medical deter-
minants is warranted. This framework, presented in Figure 2.3, is built on
the ballasts of both social and medical care determinants because it is the
combination of these factors that ultimately shapes health and well-being.
It synthesizes these multiple health influences and highlights points for
intervention. Health, in this model, however, is not merely being free of
disease and injury but includes the positive concept of well-being and
encompasses the physical, mental, social, and spiritual aspects of health.

Social Determinants of Health

The framework acknowledges the confounding effects of demograph-
ics, socioeconomic status, personal behavior, and community-level inequali-
ties and their defining influence on health. Personal demographics (e.g.,
race/ethnicity or age) directly contribute to vulnerability levels. Whether
socioeconomic status is defined by education, employment, or income, both
individual- and community-level socioeconomic status have independent
effects on health. The health impact of personal behaviors (e.g., smoking or
exercise) is well documented, but behavior is rarely isolated from the social
and environmental contexts in which choices are made.

Social and income inequalities have also recently been shown to con-
tribute to disparities in health. Underinvestment in human capital, erosion
of social cohesion, and the consequences of relative deprivation are mecha-
nisms by which income inequalities can lead to poorer health outcomes.
Discrimination (the difference in one’s actions toward an individual or
group based on the innate personal characteristics of that group, such as
race and/or ethnicity), for example, is an inequality prevalent in the United
States that has direct consequences for individual health. Because many of
the social factors of health care are the root causes of poor health, address-
ing them is vital to the improvement of population health and health dispar-
ities in the country.
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| SOCIAL DETERMINANTS |
SES Behavioral Demographic Inequality
Social/Public Policy Programs Community/Nonprofit Inifiatives
(Income, Education,
Employment)
Behavior Change Vulnerable Populations
HEALTH AND WELL-BEING
(Physical, Mental, Social)
A/\;
Insurance Technology Balance
Distribution Service/Provider Integration
Quality Safety-net Providers
E.u Itur'ul./ Consumer Participation
inguistic
Aternative Community Partnershi
Medicine L Y p
Public Preventive Primary Specialty Mental Chronic Long-term
Health Health Care Care Health Care Care

Continuum of Care

| HEALTH CARE DELIVERY

Figure 2.3 Health Determinants and Strategies to Improve Health

Medical Care Determinants of Health

Although social determinants influence the health status that patients
bring to the health care system, the medical care system focuses primarily
on treating illness or poor health. Preventive care is an exception to this
rule, but understanding the influences of medical care on health should
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take into consideration disparities that exist in basic health care access
and quality. The framework includes a broad spectrum of medical care
services and interventions to improve health. Whereas some services (pre-
ventive and primary care) contribute to general health status, others are
more influential in end-of-life situations (specialty and long-term care).
Patients moving across the spectrum will contend with issues of fragmen-
tation, poor continuity of care, and insufficient coordination of care for
multiple health needs.

The relative value of each health service in the spectrum should be
evaluated in determining health policy. For example, should equal invest-
ments be made in each service or are some investments better than others
(e.g., primary versus specialty care)? How can we optimize the medical
system’s potential for eliminating disparities with limited resources (e.g.,
focusing on primary care for all or higher levels of technology care for cer-
tain populations)? Other health care factors such as the quality of care,
access to alternative therapies, and technology will further affect the
patient’s health care experience and health outcomes.

Social and Medical Points of Intervention

Considering that social and medical determinants are responsive to
numerous outside forces, the framework highlights important points for
intervention. Dramatic reductions in health disparities are obtainable
through interventions in both the social and medical domains and are
grouped according to four main strategies: (1) social or medical care policy
interventions, (2) community-based interventions, (3) health care interven-
tions, and (4) individual interventions. The following sections elaborate on
these strategies.

Policy Interventions Social or public policy affects the health of the
population in many ways. Product safety regulations, screening food and
water sources, and enforcing safe work environments are merely a few of
the ways in which public policy directly guards the welfare of the nation.
With fewer resources at their disposal, however, vulnerable populations are
uniquely dependent on social and public policy to develop and implement
programs that address basic nutritional, safety, social, and health care
needs. Many of the mechanisms relating vulnerable status to poor health
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are amenable to policy intervention, and policy initiatives can be primary
prevention strategies to alter the fundamental dynamics linking social fac-
tors to poor health.

Community-Based Interventions Disparities in health exist nationally, but
they also vary substantially at the community level. This suggests that many of
the sources of health disparities may be addressed at the community or local
level. Neighborhood poverty, the presence of local health and social welfare
resources, and societal cohesion and support are all likely to contribute to
inequalities in a community. Armed with a greater understanding of these
community-based challenges to health, those designing strategies to address
disparities by race/ethnicity have adopted a renewed interest in tailoring inter-
ventions to address the multidimensional risks and needs in a particular com-
munity (see the examples in Exhibit 2.3). Because community partnerships
reflect the priorities of a local population and are often managed by members
of the community, they minimize cultural barriers and improve community
buy-in to the program.

Community-based strategies have the particular benefit of mobilizing
resources at the local level to address these problems. There are several
other advantages to addressing disparities with community approaches.
Community resources can be applied directly to community members, pro-
viding businesses and other local sources with greater incentive to con-
tribute to local health causes. Communities should be seen as action
centers for development, progress, and change, with local members and lead-
ers playing a central role in planning and managing strategies for health
improvement. Through community mobilization, skill-building, and resource
sharing, communities can be empowered to identify and meet their own
needs, making them stronger advocates in supporting the vulnerable popula-
tions within and across their community. Community solutions also benefit

Exhibit 2.3 - Strategies to Improve Health and Reduce Disparities

o Nutrition programs o Patient safety /medical error reduction
© Work /environment safety efforts * Prevention-oriented effort
 Community-based partnerships ® Coordinated care for chronically il

o Culturally appropriate care
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from participatory decision making. Local researchers, health practitioners,
social services, businesses, and community members are invited to contribute
to the process of designing, implementing, evaluating, and sustaining the
program. Moreover, many community programs are run by nonprofit organi-
zations, and in exchange for providing services, these organizations are sub-
sidized through federal, state, or local funds and receive tax exemptions.
Thus, they are able to offer services at lower cost than private health organi-
zations that are obligated to shareholders to price competitively.

Health Care Interventions Although social policy and community-level
interventions are designed to address social disparities in health, billions of
public and private dollars are spent annually to monitor and improve facets
of the U.S. health care system. Interventions have been designed for health
systems (e.g., integrated electronic medical records systems to better coor-
dinate care for populations with multiple chronic and acute conditions),
providers (e.g., continuing education for pediatricians to better target
developmental services to children most in need), and patients (e.g., edu-
cating pregnant mothers to attend regular prenatal care visits).

Individual-Level Interventions Where policy and community-level inter-
ventions are unable to reduce either the occurrence of compromising social
determinants or their consequences, individual-level initiatives can attempt to
intervene and minimize the effects of negative social determinants on health
status. Altering individual behaviors that influence health (e.g., reducing smok-
ing and increasing exercise) is often the focus of these individual-targeted
interventions, and numerous theories identify the complex pathways and
barriers to eliciting changes or improvements in behavior. The integration of
behavioral science into the public health field has been a valuable contribu-
tion, providing a toolbox of health-related behavior-changing strategies.

CONCLUSION

The system of health care delivery in the United States is predomi-
nantly private. Many of the peculiarities of this system can be traced back
to the beliefs and values underlying the American culture. The delivery of
health care is primarily driven by the medical model, which emphasizes ill-
ness rather than wellness. Even though major efforts and expenditures have
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been directed toward the delivery of medical care, they have failed to pro-
duce a proportionate impact on the improvement of health status. Holistic
concepts of health care, along with integration of medical care with preven-
tive and health promotional efforts, need to be adopted to significantly
improve the health of Americans. Such an approach would require a funda-
mental change in how Americans view health. It would also require indi-
vidual responsibility for one’s own health-oriented behaviors, as well as
community partnerships to improve both personal and community health.
An understanding of the determinants of health, health education, commu-
nity health assessment, and national initiatives such as Healthy People
2010 are essential for accomplishing such goals. The emphasis on market
justice in the U.S. health care delivery system, however, leaves the critical
problem of access unaddressed. To improve the nation’s health and resolve
disparities among its vulnerable populations, it is critical to address both
the social and medical determinants of health.

REFERENCES

Darr, K. 1991. Ethics in Health Services Management. Baltimore, MD: Health
Professions Press.

Feldstein, P. J. 1994. Health Policy Issues: An Economic Perspective on Health
Reform. Ann Arbor, MI: The Association of University Programs in Health
Administration/Health Administration Press.

Ferguson, C. E., and S. C. Maurice. 1970. Economic Analysis. Homewood, IL:
Richard D. Irwin.

Jonsen, A. R. 1986. Bentham in a box: Technology assessment and health care
allocation. Law, Medicine, and Health Care 14 (3):172—-174.

Kaplan, G. A., et al. 1996. Income inequality and mortality in the United States.
British Medical Journal 312 (7037):999-1003.

Kawachi, I, et al. 1997. Social capital, income inequality, and mortality.
American Journal of Public Health 87:1491-1498.

Kennedy, B. P, et al. 1996. Income distribution and mortality: Cross sectional
ecological study of the Robin Hood Index in the United States. British
Medical Journal 312 (7037):1004—-1007.

Koop, C. E. Quoted in Kardos, B. C., and A. T. Allen. 1993. Healthy neighbors:
Exploring the health care systems of the United States and Canada. Journal
of Post Anesthesia Nursing 8 (1):48-51.

© Jones and Bartlett Publishers, LLC. NOT FOR SALE OR DISTRIBUTION.



48  Chapter 2 - Foundation of U.S. Health Care Delivery

Levin, J. S. 1994. Religion and health: Is there an association, is it valid, and is it
causal? Social Science and Medicine 38 (11):1475-1482.

Mackenbach, J. P, et al. 1997. Socioeconomic inequalities in morbidity and mor-
tality in Western Europe. Lancet 349:1655-1660.

Marwick, C. 1995. Should physicians prescribe prayer for health? Spiritual
aspects of well-being considered. Journal of the American Medical
Association 273 (20):1561-1562.

Maugans, T. A. 1996. The SPIRITual history. Archives of Family Medicine 5
(1):11-16.

May, L. A. 1993. The physiologic and psychological bases of health, disease, and
care seeking. In S. J. Williams and P. R. Torrens (eds.). Introduction to Health
Services, 4th ed. (pp. 31-45). New York: Delmar Publishers.

McCullough, M. E., et al. 2000. Religious involvement and mortality: A meta-
analytic review. Health Psychology 19 (3):211-222.

McKee, M. 2001. Measuring the efficiency of health systems. British Medical
Journal 323 (7308):295-296.

Parsons, T. 1972. Definitions of health and illness in the light of American values
and social structure. In E. G. Jaco (ed.). Patients, Physicians and Illness: A
Sourcebook in Behavioral Science and Health, 2nd ed. New York: Free Press.

Reinhardt, U. E. 1994. Providing access to health care and controlling costs: The
universal dilemma. In P. R. Lee and C. L. Estes (eds.). The Nation’s Health,
4th ed. (pp. 263-278). Boston: Jones and Bartlett Publishers.

Ross, L. 1995. The spiritual dimension: Its importance to patients’ health, well-
being and quality of life and its implications for nursing practice.
International Journal of Nursing Studies 32 (5):457-468.

Santerre, R. E., and S. P. Neun. 1996. Health Economics: Theories, Insights, and
Industry Studies. Chicago: Irwin.

Saward, E., and A. Sorensen. 1980. The current emphasis on preventive medicine.
In S. J. Williams (ed.). Issues in Health Services (pp. 17-29). New York: John
Wiley & Sons.

Shellenbarger, S. 1997, April 9. Good, early care has a huge impact on kids, stud-
ies say. Wall Street Journal, B1.

Society for Academic Emergency Medicine. Ethics Committee. 1992. An ethical
foundation for health care: An emergency medicine perspective. Annals of
Emergency Medicine 21:1381-1387.

Swanson, C. S. 1995. A spirit-focused conceptual model of nursing for the

advanced practice nurse. Issues in Comprehensive Pediatric Nursing 18
(4):267-275.

© Jones and Bartlett Publishers, LLC. NOT FOR SALE OR DISTRIBUTION.



References 49

Timmreck, T. C. 1994. An Introduction to Epidemiology. Boston: Jones and
Bartlett Publishers.

Turnock, B. J. 1997. Public Health: What It Is and How It Works. Gaithersburg,
MD: Aspen Publishers.

U.S. Department of Health and Human Services. 1998. Objectives: Draft for pub-
lic comment. In Healthy People 2010: Healthy People in Healthy
Communities. Washington, DC: Department of Health and Human Services.

U.S. Department of Health and Human Services. 2000. Healthy People 2010:
Understanding and Improving Health, 2nd ed. Washington, DC: U.S.
Government Printing Office.

Ward, B. 1995. Holistic medicine. Australian Family Physician 24 (5):761-762, 765.

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

Wolinsky, F. 1988. The Sociology of Health: Principles, Practitioners, and Issues,
2nd ed. Belmont, CA: Wadsworth Publishing.

World Health Organization. 1948. Preamble to the Constitution. Geneva,
Switzerland: World Health Organization.

© Jones and Bartlett Publishers, LLC. NOT FOR SALE OR DISTRIBUTION.



© Jones and Bartlett Publishers, LLC. NOT FOR SALE OR DISTRIBUTION.




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends false
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo true
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Preserve
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile (None)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages false
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth 8
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /FlateEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth 8
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /FlateEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [504.000 720.000]
>> setpagedevice




